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ABSTRACT
Efficacy of In-Home Parent-Child Interaction Therapy
Lisa M. Ware
In recent years, there has been much discussion of the efficacy and effectiveness of mental
health interventions for children as well as the transportation of empirically-supported
treatments (ESTs) to field settings. While there have been efforts to improve dissemination of
ESTs, little research has examined the efficacy of treatments in settings other than the
traditional clinic. A logical initial step in this line of research is to examine whether the efficacy of
ESTs can be demonstrated in community settings such as in the home environment. There are
many hypothesized benefits to providing services in the home setting. Based on the promise of
this approach, there are a multitude of home-based programs focused on an array of child
outcomes (e.g., child development, child health, child abuse prevention) with various levels of
success. Despite the potential of this treatment modality, few ESTs have been evaluated in the
home setting. One EST that has examined efficacy in the home setting is Behavioral Parent
Training (BPT). Parent-Child Interaction Therapy (PCIT) is one such BPT program designed to
help families of children with disruptive behavior problems. The purpose of the study was to
examine the efficacy of an in-home PCIT program using a single-subject, A/B design across
subjects with staggered baselines. Five caregiver-child dyads were recruited for the study, and
three completed treatment. Decreases in caregiver use of negative behavior and caregiverreported child behavior problems were observed for completers. In addition, completers
demonstrated increases in child compliance, caregiver use of positive behavior, and contingent
praise. Data regarding caregivers’ reported parenting stress and caregiver proportion of direct
commands was less convincing. All three dyads completing treatment reported satisfaction with
the intervention. Clinical implications and future research directions are discussed.
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Efficacy of In-Home Parent-Child Interaction Therapy
In recent years, there has been much discussion of the development and evaluation of
empirically supported treatments (ESTs) for children as well as the transportability (e.g.,
Schoenwald & Hoagwood, 2001) and dissemination (e.g., Herschell, McNeil, & McNeil, 2004) of
these interventions. Before the argument for widespread dissemination of these interventions
can be made; however, transportability must be considered. Transportability refers to the
effective implementation of an EST in a community setting. A logical first step in such a line of
research would be to examine whether the efficacy of ESTs can be demonstrated in community
settings such as in the home. There are many hypothesized benefits to providing services in the
home (e.g., Sweet & Applebaum, 2004). Based on the promise of this approach, there are a
multitude of home-based programs focused on an array of child outcomes, with various levels
of success (Gomby, Larson, Lewitt, & Behrman, 1993; Sweet & Applebaum). Despite the
potential of this treatment modality, few ESTs have been evaluated in the home setting. One
EST that has examined efficacy in the home setting is Behavioral Parent Training (BPT; e.g.,
Dadds, Sanders, & James, 1987).
Parent-Child Interaction Therapy (PCIT; Hembree-Kigin & McNeil, 1995) is a BPT
program that has a solid evidence base demonstrating efficacy for families of children with
disruptive behavior disorders (Eisenstadt, Eyberg, McNeil, Newcomb, & Funderburk, 1993;
McNeil, Eyberg, Eisenstadt, Newcomb, & Funderburk, 1991; Schuhmann, Foote, Eyberg,
Boggs, & Algina, 1998). In addition, the Kaufman Report (Chadwick Center for Children and
Families, 2004) recently designated PCIT as one of three intervention protocols considered to
be best practices in child abuse treatment. While PCIT has demonstrated great success in the
clinic with abusive and nonabusive families and has been implemented in the home as an
adjunct service, the effects of in-home PCIT have not been evaluated to date. In the current
study, the efficacy of an in-home PCIT program was evaluated using a single-subject, A/B
design across subjects with staggered baselines.
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Transportability of Empirically-Supported Treatments to Field Settings
Herschell et al. (2004) provide a review of the dissemination of ESTs for children, an
area that clearly is still in its infancy. The review describes the history of this movement and
calls for dissemination research to ensure that children are receiving the best possible services
the field has to offer. Herschell et al. and others (Shirk, 2004; Silverman, Kurtines, & Hoagwood,
2004) note, however, that a critical first step in the dissemination of these interventions is the
establishment of their transportability or effectiveness in “real-world” settings.
There are many questions that arise when beginning to examine whether a particular
EST can be transported successfully into a community setting, including feasibility and
acceptability by community mental health professionals; but, a logical first step is to examine
whether their efficacy can be demonstrated in community settings such as in the home. The
hypothesized benefits to providing services in the home have been reviewed in the literature.
Advantages of Home-based Interventions
Sweet and Applebaum (2004) outlined several advantages of home-based service
delivery in their meta-analysis of home visiting programs for families with young children. Homebased services may decrease some of the barriers to treatment such as lack of transportation
and child care, and reduce the amount of time taken off from work by caregivers. Sweet and
Applebaum further suggested that these services allow treatment providers to work with the
whole family, provide personalized service, individual attention, and rapport building. Other
proposed benefits of home visiting include the ability to link families with community referrals
(Gomby et al., 1993) and reduce attrition (Gomby, 1999). While there is much discussion of
these hypothesized benefits of home-based interventions, there is little empirical support for
these claims. An area that has received the most attention in the home-based intervention
literature is attrition and the retention of participants.
Attrition within home-based interventions. While one of the arguments for providing
services in the home is reduced attrition rates, the research has yet to support this assumption.
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In fact, the literature indicates that retaining participants is a problem experienced in homebased programs as evidenced by various articles examining the phenomenon (Daro, McCurdy,
Falconnier, & Stojanovic, 2003; Olds, 2003). A review by Gomby (1999) reported that between
20% and 67% of families withdraw from services prior to their completion; however, some
theoretical papers on home-based interventions have proposed that the flexibility of caregiver
participation in such programs is one of their great advantages (e.g., Daro, 1988; Daro et al.,
2003). Despite this argument, providers of in-home services are beginning to examine methods
of engaging and maintaining participants (Daro et al.) in a similar way as clinic-based providers.
Another potential advantage of home-based services is attenuated generalization of
skills. While this area of research has received little attention in the home visiting literature, the
technology of generalization has been addressed in the applied behavior analysis literature
(e.g., Stokes & Baer, 1977).
Generalization of skills. Stokes and Baer (1977) discussed the importance of
generalization and reviewed various methods of training generalization. The method that
appears to lend itself to discussion of generalization within home-based programs is the use of
indiscriminable contingencies. Intermittent schedules of reinforcement have been demonstrated
to be particularly resistant to extinction. Stokes and Baer note that resistance to extinction is a
form of generalization over time. One of the reasons that intermittent schedules result in such
strong behavior responses may be due to an inability to discriminate reinforcement and
nonreinforcement opportunities. If this argument is extended to training settings, then
generalization is more likely to occur if the respondent cannot discriminate between settings in
which reinforcement is, or is not, provided. In clinic-based PCIT, for example, a child (or parent)
may learn that reinforcement only occurs within the clinic setting and their behavior would likely
reflect their ability to discriminate between the two settings (e.g., the child may behave well in
the clinic setting and continue exhibiting disruptive behavior in the home environment); however,
if parent training were provided within a home setting, the child would be less likely to
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discriminate in which setting reinforcement occurs, thereby increasing generalization (although
one could argue that the child may discriminate between the presence or absence of the
therapist).
A related article, by Stokes and Osnes (1989), stated that a conceptual flaw of the
Stokes and Baer (1977) article was that generalization was characterized topographically rather
than functionally. Stokes and Osnes expanded on the classification system presented by Stokes
and Baer and categorized programming strategies for generalization into three categories: (1)
Exploit current functional contingencies, (2) Train diversely, and (3) Incorporate functional
mediators. The most relevant to the discussion of home-based services is the incorporation of
functional mediators including the incorporation of common salient physical stimuli and common
salient social stimuli. Clearly, by conducting the intervention in the home setting, the physical
stimuli will be virtually identical between the training and generalization settings. Further, it is
possible that social stimuli may be similar in the training and generalization environments. Given
the hypothesized benefits reviewed above, many home-based interventions have been
developed and implemented.
Review of Home-based Programs
There are estimated thousands of home visitation programs operating in the United
States (Gomby, Culross, & Behrman, 1999), and these programs appear to be more different
than they are alike. While they share a common service modality (i.e., providing services in the
home setting), they vary on a considerable number of variables including intervention goals
(e.g., child health outcomes, child abuse prevention) and structure (e.g., time-limited
intervention, assessment and referral), population served, and type of staff (i.e., professional,
paraprofessional). Home-based programs also may differ in the degree to which they are
“home-based.” Some programs provide all services in the home setting, while other programs
offer in-home services as an adjunct to other interventions. This level of variability has made
comparisons across programs difficult, although investigators have attempted to provide
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analyses of such programs (e.g., Gomby et al., 1993; Sweet & Applebaum, 2004).
The review by Gomby et al. (1993) limited its scope to those programs that utilized
experimental designs for evaluation. Results suggested that the programs that achieved
significant benefits were those that had a broad intervention scope. These programs have
demonstrated success with child development outcomes and more limited success with child
health outcomes. Areas in which the home visiting programs failed to demonstrate gains were
prevention of poor birth outcomes and prevention of child abuse. Overall, programs that were
augmented by other services (e.g., center-based services, medical services) fared better in the
analysis.
Sweet and Applebaum (2004) conducted a meta-analysis of home visiting programs for
families with young children. This review did not limit its scope based on research design as in
the Gomby et al. (1993) review. Instead, this review included home visiting programs conducted
after 1965 in the United States in which home visitation was the primary intervention. Programs
targeting special populations such as chronically ill and physically challenged children were
excluded as the authors believed these programs to be systematically different. The vast
majority of programs reported that their primary goals were parent education and child
development. Parent education included parent-child interaction skills, behaviors, parenting
skills, and attitudes. Child development goals were broadly defined as any attempts to improve
the child’s well-being. Other primary goals reported by the reviewed programs included direct
health care, child abuse prevention, parent social support (e.g., providing social resources),
parent self-help (e.g., raising parents’ self-competence), and parent self-sufficiency (e.g., job
training).
Results of the meta-analysis by Sweet and Applebaum (2004) suggested that families
benefited from home visiting programs in the following areas: parenting attitudes and behavior,
parent education (i.e., parent’s returning to school), child cognitive and socioemotional
outcomes, and decreased actuality or possibility of abuse. Of note, however, is that while these

5

results are statistically significant, the authors note that the majority of the outcomes had small
effect sizes (i.e., less than .20). Based on the results of their meta-analysis, Sweet and
Applebaum concluded that the utility of home visiting programs cannot be clearly stated, and
although it appears that some families benefit from these services, further research is needed to
clarify and specify what makes home visiting programs successful.
The broad scope of home-based programs makes a comprehensive review impossible;
therefore, the home-based programs that have received the most attention in the literature and
most relevant to working with families and children will be reviewed briefly. These include
Healthy Start/Healthy Families, the Nurse Home Visitation Model, Multi-systemic Therapy, and
Behavioral Parent Training Programs.
Healthy Start Program. The Healthy Start Program (HSP) is a statewide program in
Hawaii supported by the Hawaii State Department of Health (Duggan et al., 2004). The Healthy
Start Program model includes screening and assessment to identify families at risk for child
abuse and provision of home visiting services for those families identified as being at risk
(Duggan et al.). Assessments generally take place at the hospital when children are born and
include a review of the mother’s medical record and sometimes include a semi-structured
interview (i.e., Kempe’s Family Stress Checklist; Kempe, 1976) for further assessment of risk
factors. The family is determined to be eligible for the program if they score 25 or higher on the
Kempe Family Stress Checklist and are not currently involved with child protective services for
the target child. Home visitors in the HSP are paraprofessionals with a minimum education of a
high school diploma or equivalent. Home visitors work under the supervision of a professional at
the bachelor’s or master’s level.
A wide array of services is provided by home visitors in the HSP including crisis
management, modeling problem-solving, helping families access needed referrals (e.g.,
domestic violence support, parental substance abuse treatment), parenting education, and
modeling effective parent-child interactions. The method of implementing these services is
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unclear as each program site determines its own curricula (Duggan et al., 2004).
At the time of the Duggan et al. (2004) randomized trial, approximately 70% of births in
Hawaii were assessed with 20% of families determined to be at risk for child abuse. Of these
families, the HSP was able to offer services to 40% of families based on funding availability.
Duggan et al. conducted a randomized trial of the effectiveness of the HSP. Results suggested
that the HSP was not successful in preventing child abuse. In addition, there were no
differences between mothers participating in the HSP and mothers in the control group related
to acceptance of their children’s behavior, their use of nonviolent discipline, or in their observed
emotional responsiveness to their children; however, HSP mothers were less likely to report
neglectful behaviors. Overall, the authors concluded that the HSP failed to demonstrate
effectiveness with regard to the proposed outcomes.
Nurse Home Visiting Program. In the Nurse Home Visiting Program (NHVP; Olds,
Kitzman, Cole, & Robinson, 1997) nurses provide low-income, first-time mothers with services
aimed at improving pregnancy outcomes, child development and health, and promoting
caregiver personal development (e.g., obtaining employment, returning to school). Visitation
begins during pregnancy and continues until the child becomes 2 years of age. Visits are 75 to
90 minutes in length and are conducted once a week or every two weeks based upon the needs
of the family. Assessments of caregiver, child, and family functioning are utilized to guide
interventions. Other services provided by the home visitor include strengthening the caregiver’s
social support network (e.g., family, friends) and providing relevant community referrals.
Olds and colleagues (Olds et al., 2002) have subjected the NHVP to rigorous testing
through the use of randomized clinical trials. Results suggest that the NHVP has been
successful in the demonstration of targeted outcomes including increases in parental care of
children (e.g., fewer injuries sustained, enhanced language development) and improvement of
maternal life course (e.g., fewer pregnancies, gaining employment). Long-term outcome
research of the NHVP suggests that children of mothers who participated in the program had
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fewer arrests and convictions, and were less likely to use substances or become sexually
promiscuous when compared to children of mothers who did not participate in the program
(Olds, 2006).
Multi-Systemic Therapy. Multi-systemic therapy (MST; Henggeler, Schoenwald, Borduin,
Rowland, & Cunningham, 1998) is an evidence-based intervention designed for antisocial
youth. MST is theoretically based on Bronfenbrenner’s ecological model in which the client is
viewed within the context of his or her community. MST integrates a variety of empirically-based
techniques including behavioral parent training and cognitive behavioral therapy. As MST is an
ecologically-based program, a home-based method of service delivery was deemed to be the
most logical by MST developers. However, developers note that while MST is similar to other
home visiting programs due to the method of service delivery, there are significant differences
including the purpose of intervention, treatment provided, and outcomes (Schoenwald &
Henggeler, 1997). Another way in which MST varies from typical home-based interventions is
that MST providers are trained to conceptualize each case and take part in hypothesis testing
regarding reasons for client improvement, barriers to change, and potential causes of problem
behavior and related factors.
The efficacy of MST has been demonstrated in several rigorous randomized clinical
trials (see Henggeler, 1999 for review). Outcomes examined include improved parent-child
relations (Brunk, Henngeler, & Wheelan, 1987), recidivism reduction among violent and chronic
juvenile offenders (Borduin et al., 1995; Henggeler, Melton, & Smith, 1992, Henggeler, Melton,
Brondino, Scherer, & Hanley, 1997), and reduction of drug and alcohol-related outcomes (e.g.,
self-reported substance use, substance-related arrests; Henngeler et al., 1991).
Behavioral Parent Training. Behavioral parent training to address child disruptive
behavior disorders is an intervention that has been designated as a “well-supported”
intervention in reviews conducted by the Section on Clinical Child Psychology (see the Journal
of Clinical Child Psychology Volume 27) and Chorpita and colleagues (2002). This designation
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indicates that the intervention is supported by at least two group design studies that were
conducted by different researchers or by a large series of single case design studies. There are
a multitude of different parent training programs with research in this area beginning in the
1960s. One exemplar of this work is a single-subject design conducted by Wahler, Winkel,
Peterson, & Morrison (1965) in which they demonstrated that modification of mothers’ reactions
to their children’s behavior resulted in child behavior change. Similarly, Hawkins, Peterson, &
Schweid (1966) trained the mother of a 4-year-old boy to provide behavior management for her
child resulting in reduction of disruptive behaviors. Commonly used parent training programs
include Forehand and McMahon’s (1981) Helping the Noncompliant Child, Webster-Stratton’s
(1981) The Incredible Years, Patterson’s (Patterson, Reid, Jones, & Conger, 1975) parent
training program, Sanders’s (1999) Triple-P Program, and Eyberg’s (1988) PCIT. These
programs are similar in their view of the parent as the agent of change in child disruptive
behaviors and they are based on Hanf’s (1969) two-phase model of parent training. In the first
phase, parents are taught positive behavior skills and the use of selective attention while the
second phase targets noncompliance more directly. With regard to home-based BPT programs,
some have evaluated programs completed only in the home (Sanders & Dadds, 1982), while
others have examined the use of BPT programs in the home as an adjunct to clinic-based
services (e.g., Worland, Carney, Milich, & Grame, 1980).
Sanders and Dadds (1982) utilized a single-subject design to analyze the generalization
of skills from an in-home BPT program plus Planned Activities Training (PAT). The training
setting was the home and generalization settings included additional home and community
settings. The home was considered a generalization setting if it differed substantially from the
training setting (e.g., family activity, time of day). PAT consisted of teaching the parents skills to
prevent child misbehavior such as explaining the rules to their child prior to a given situation and
providing activities for their children (e.g., quiet games for children to play while traveling in the
car). Based on in-home training, parents were able to demonstrate behavior modification skills

9

in both training and generalization settings. However, the authors noted that generalization of
increases in positive parent behaviors were less likely than generalization in reductions in
aversive parent behaviors.
Worland et al. (1980) examined whether training conducted in the home setting added to
the effectiveness of an established group parent-training program. Twenty families participated
in the study and were referred for a variety of problems including noncompliance, temper
tantrums, and fighting. Families were randomly assigned to one of three groups: (1) group
training only, (2) group training plus weekly in-home observations, or (3) group training plus
weekly in-home observations plus home training that occurred along with group training. Group
training consisted of 2-hour meetings conducted every week for eight consecutive weeks.
Parents were taught a variety of behavior management skills including the use of positive
reinforcement, differential attention, time-out, and a token economy. Results indicated increases
in parent skills and decreases in child disruptive behavior across all three groups with no
between group differences. The authors hypothesized that in-home training or the presence of
an observer in the home would lead to increased generalization of parent skills and child
behavior from the clinic to the home. As no group or group-by-treatment effects were detected
on any of the outcome measures, the authors concluded that, “clinic-based treatment need not
require additional in-home training to be effective” (p. 23). While it is valid that the authors
obtained statistically significant reductions in problem behavior with clinic-based training only, it
is possible that the in-home training provided (i.e., four sessions lasting 30 to 45 minutes) was
not sufficient to produce hypothesized outcomes with regard to generalization of skills.
In sum, results of the findings from the home-based intervention literature suggest that a
variety of programs have been implemented with varying degrees of success. In order to
improve upon this literature it is recommended that research making the progression from
efficacy to effectiveness be continued as has been done with the NHVP, MST and Behavioral
Parent Training Programs. In the proposed study an evaluation of an empirically supported
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treatment (i.e., PCIT) implemented completely within the home setting will be conducted. While
this is an efficacy study with many controls in place, it is an important initial step in a line of
research to establish the effectiveness of in-home PCIT.
Parent-Child Interaction Therapy (PCIT)
Structure of PCIT. PCIT is a two-stage Hanf-based (Hanf, 1969) intervention including a
relationship enhancement phase (Child Directed Interaction [CDI]) and a discipline phase
(Parent Directed Interaction [PDI]). Throughout PCIT skills are taught by coaching the parents
while they are interacting with their child in a play situation. During CDI, parents are taught to
manage child behavior through use of strategic attention and selective ignoring. In providing
appropriate attention, parents are taught to avoid questions, commands, and criticism, which
may lead the play or set a negative tone during the interaction. Instead, parents are asked to
use a set of skills aimed at relationship enhancement or PRIDE skills when attending to child
appropriate behavior. PRIDE skills include Praise (preferably labeled praise), Reflection,
Imitation, Description (preferably behavioral description), and Enthusiasm. At the same time,
parents are taught to avoid questions, criticisms, and commands during the play. When the child
misbehaves (e.g., playing roughly with the toys), parents are taught to ignore by turning their
back away from the child and avoiding eye contact.
During PDI, the target behavior is child compliance and parents are taught to use a
consistent, predictable discipline program utilizing a time-out procedure still within the context of
a play situation. Within the PDI phase of treatment, parents are taught how to give an effective
command, determine compliance, and follow through with appropriate consequences for
compliance and noncompliance. Child compliance is reinforced by parent use of labeled praise
(e.g., “Thank you for listening”). When the child does not comply, the parent is taught to use a
highly structured time-out procedure. In this model, time-out does not provide an escape from
the original command. The procedure ends only when the child complies with the original
command.
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The family proceeds from CDI to PDI only when the parent demonstrates mastery of the
CDI skills. CDI mastery criteria is defined as the caregiver’s use of the following skills during a
5-minute DPICS-II CDI observation: (a) 10 labeled praises, 10 reflections, and 10 behavioral
descriptions; (b) no more than 3 questions, commands, or criticisms; and (c) ignoring of nonharmful inappropriate behaviors. Similarly, treatment is not complete until the parent obtains
mastery of the PDI skills and the child’s behavior is within normal limits. To meet PDI mastery
criteria, during the 5-minute DPICS-II PDI observation the parent must give at least 4
commands, of which 75% must be effective and the parent must show at least 75% correct
follow-through after effective commands. Each phase of treatment is preceded by a didactic
session during which the therapist uses lecture, modeling, role-playing, and handouts to explain
the skills to the parent. During subsequent sessions, the parent is coached directly in their use
of the skills while interacting with their child. At least 30 minutes of each coaching session is
devoted to coaching. In clinic-based PCIT, coaching sessions take place with the parent and
child in the therapy room while the therapist observes from behind a one-way mirror. As the
parent and child are engaged in play, the therapist coaches the parent by use of a bug-in-theear device. In this way the parent is provided with direct feedback on their behavior during the
session. Throughout treatment, parents are assigned homework that generally involves
practicing at home the skills they have learned in the clinic. The average number of weekly 1-hr
sessions is 13, with a range of 9 to 16 (Schuhmann et al., 1998).
Theoretical foundations of PCIT. Social learning theory maintains that the development
and maintenance of child behavior problems takes place within dysfunctional interactions
between the parent and child. Patterson and colleagues have described the coercive cycle as a
pattern of parent-child interaction among families of children exhibiting behavior problems
(Patterson, 1976, 1982). This interaction style is maintained by negative reinforcement. For
example, a parent may issue a command to their child to which the child responds by arguing
and noncompliance. The parent may withdraw the command (i.e., give up) therefore increasing
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the likelihood that the child will respond to commands with defiance in the future. On some
occasions the parent may persist in their attempts to get their child to comply and may escalate
to yelling. If the child responds to the escalation (i.e., complies with the command), the chances
of the parent using power-assertive techniques to obtain compliance will increase. One way that
PCIT uses behavioral principles to alter such aversive interactions is by teaching parents to use
a consistent discipline program including a time-out procedure. The behavioral basis of PCIT is
further evidenced by the use of operant procedures (e.g., positive reinforcement, extinction,
punishment). Indeed, Greco, Sorrell, and McNeil (2001) suggested that a comprehensive
understanding of the contingencies of reinforcement is important for success as a PCIT
therapist.
In addition to the social learning foundation, Baumrind’s (1967; 1991) research
describing parenting style and child outcomes fits well within the PCIT framework. Research
suggests that the authoritative parenting style, characterized by a balance of responsiveness
and demandingness, is associated with positive child behavior (Azar & Wolfe, 1989; Olson,
Bates, & Bayles, 1990; Querido & Eyberg, 2001). The development of authoritative parenting is
encouraged throughout PCIT by maintaining a dual focus on enhancing the parent-child
relationship and providing predictable, consistent limit setting.
Assessment in PCIT. Assessment is conducted continuously throughout treatment
during PCIT. A comprehensive initial pre-treatment assessment is conducted that typically
includes a thorough clinical interview with the caregiver, completion of parent rating
questionnaires (i.e., Eyberg Child Behavior Inventory [ECBI; Eyberg & Pincus, 1999; Eyberg &
Ross, 1978], Child Behavior Checklist [Achenbach & Edelbrock, 1981], Parenting Stress Index
[Abidin, 1995]), and direct observation of parent-child interactions using the Dyadic Parent-child
Interaction Coding System – II (DPICS-II; Eyberg, Bessmer, Newcomb, Edwards, & Robinson,
1994). Assessment continues throughout PCIT by monitoring parent skill at the beginning of
each session. This ongoing assessment is essential because change in parental behavior
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determines the course of progress through PCIT. Finally, at post-treatment, the same pretreatment measures are completed again along with a consumer satisfaction measure (i.e.,
Therapy Attitude Inventory; Eyberg, 1974).
Outcomes in PCIT. Outcome research evaluating the clinic-based model of PCIT has
demonstrated statistically and clinically significant changes in child behavior in the home and
school settings based on parent and teacher ratings as well as direct observation (Eisenstadt et
al., 1993; McNeil et al., 1991; Schuhmann et al., 1998). Outcome research also has
demonstrated change in parent behavior including increases in positive verbalizations (e.g.,
reflection) and decreases in critical and sarcastic statements (Eisenstadt et al.; Schuhmann et
al.). These studies have utilized a number of comparison groups including wait-list controls
(McNeil, Capage, Bahl, & Blanc, 1999; Querido & Eyberg, 2001; Schuhmann et al.), normal and
untreated classroom controls (McNeil et al., 1991), modified treatment groups (Nixon, Sweeney,
Erickson, & Touyz, 2003), treatment dropouts (Edwards et al., 2002), and control groups
presenting with various levels of disruptive behaviors (Funderburk, Eyberg, Newcomb, McNeil,
Hembree-Kigin, & Capage, 1998). Generalization research on PCIT outcomes indicates that the
behavior of untreated siblings of referred children improves during PCIT (Brestan, Eyberg,
Boggs, & Algina, 1997; Eyberg & Robinson, 1982). In addition, parents report lower levels of
personal distress, increased parenting self-efficacy, and a reduction in psychopathology after
treatment (Eyberg, Boggs, & Algina, 1995; Eyberg & Robinson).
Maintenance of the effects of PCIT has been demonstrated in both short-term and longterm studies. Short-term follow up studies (under 1 year) have found maintenance on a number
of variables including observed parent behavior (e.g., praise, criticism) and child behavior (i.e.,
compliance), parent report of disruptive behaviors, and parent self-report of stress, competence,
and control (Eisenstadt et al., 1993; Nixon et al., 2003; Querido & Eyberg, 2001). One - and 2year maintenance studies have stability in observed parent behavior, child compliance, and
parent report of disruptive behaviors (Eyberg, Funderburk, Hembree-Kigin, McNeil, Querido, &
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Hood, 1991). In addition, these longer-term studies have found maintenance in teacher report of
disruptive behavior as well as classroom observation of child compliance (Funderburk et al.,
1998). Boggs et al. (2004) conducted a controlled 1- to 3- year follow up study of PCIT
comparing 23 treatment completers to 23 treatment noncompleters. Results indicated that
parents who completed treatment reported less disruptive behaviors than those who dropped
out of treatment prematurely. Hood and Eyberg (2003) found that parent report of child
disruptive behavior was maintained or demonstrated behavioral gains at 3- to 6-year follow up.
In addition, parent perception of their control over child behavior maintained over time.
Application to other populations. While PCIT was clearly developed for use with families
of children with disruptive behavior problems, it has been applied to other populations with some
success. PCIT has been applied to diverse populations including developmental disorders
(Eyberg & Matarazzo, 1980), chronic pediatric illness (Miller & Eyberg, 1991), childhood
internalizing disorders (Choate, Pincus, Eyberg, & Barlow, 2005), and child physical abuse
populations (Urquiza & McNeil, 1996). Recent research has emerged providing preliminary
evidence of the effectiveness of PCIT with abusive populations (Chaffin et al., 2004; Timmer,
Urquiza, Zebell, & McGrath, 2005; Urquiza, Timmer, McGrath, Zebell, & Herschell, 2006).
Chaffin et al. (2004) conducted an efficacy study examining the effects of PCIT on
recidivism in a sample of maltreating families. The study compared three treatment groups: (1)
PCIT, (2) Enhanced PCIT, and (3) a community-based parenting group. Enhanced PCIT
consisted of traditional PCIT in the clinic plus individualized services for a variety of issues
including parental depression, substance abuse, and domestic violence. In addition, families in
the Enhanced PCIT condition did receive home visits that included helping the parent implement
PCIT skills; however, only 55% of participants received this service. Chaffin et al. reported that
Enhanced PCIT (including some PCIT conducted in the home) was not comparable to the
classic PCIT coaching sessions that occur in the clinic. Recidivism data revealed that 19% of
participants in the PCIT condition had a re-report compared to 36% in the Enhanced PCIT
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group and 49% in the community-based group. Chaffin and colleagues found that adding
services to PCIT did not improve outcome and may have actually attenuated outcome.
Sufficient data were not collected on the in-home PCIT component of this program to reach any
definitive conclusions as to its efficacy. To date there have been no studies of the efficacy of inhome PCIT.
Statement of the Problem
While the child treatment outcome literature has made great strides in the development,
evaluation, and dissemination of ESTs, few of these interventions have laid the foundation for
transportability research by demonstrating efficacy in community settings such as the home.
The purpose of this study was to contribute to this emerging literature by examining the efficacy
of an in-home PCIT program using a single-subject, A/B design across subjects with staggered
baselines. Specific hypotheses tested included:
1. Caregiver behavior. It was hypothesized that implementation of in-home PCIT would result
in observable changes in caregiver behavior across treatment phases.
(a) Caregiver use of positive behavior (i.e., labeled praise, behavioral description, reflection)
will increase across the CDI phase of treatment as measured by the Dyadic ParentChild Interaction Coding System – II (Eyberg et al., 1994). Definitions and examples of
these behaviors can be found in Table 2.
(b) Caregiver use of negative behavior (i.e., questions, commands, criticism) will decrease
across the CDI phase of treatment as measured by the Dyadic Parent-Child Interaction
Coding System – II (Eyberg et al.). Definitions and examples of these behaviors can be
found in Table 2.
(c) Caregiver proportion of direct commands will increase during PDI as measured by the
Dyadic Parent-Child Interaction Coding System – II (Eyberg et al.).
(d) Caregiver use of contingent praise will increase during PDI as measured by the Dyadic
Parent-Child Interaction Coding System – II (Eyberg et al.).
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2.

Child compliance. It was hypothesized that observed child compliance would increase
during PDI training as measured by the Dyadic Parent-Child Interaction Coding System – II
(Eyberg et al., 1994).

3.

Parent report of child behavior. It was expected that the severity of child disruptive behavior
as measured by caregiver report on the Eyberg Child Behavior Inventory (Eyberg & Pincus,
1999; Eyberg & Ross, 1978) and DSM-IV Structured Interview for Disruptive Behavior
Disorders (McNeil et al., 1991) would decrease throughout both CDI and PDI phases of
treatment.

4.

Parenting stress. Implementation of an in-home PCIT program was hypothesized to be
associated with reductions in parenting stress as measured by caregiver report on the
Parenting Stress Index – Short Form (Abidin, 1995).

5.

Consumer satisfaction. It was hypothesized that in-home PCIT would be an appropriate and
acceptable intervention for children with externalizing behavior problems and their families
as measured by caregiver report on the Therapy Attitude Inventory (Eyberg, 1974).
Method

Participants
Participants were recruited from local schools and preschools in a small, university town
in West Virginia. Inclusion criteria for the study were as follows: (a) child was between the ages
of 2 and 7 (due to PCIT prerequisites), (b) child was exhibiting significant behavior problems as
evidenced by a CBCL Aggression subscale score at the 95th percentile or higher and presence
of symptoms consistent with a diagnosis of a disruptive behavior disorder as measured by
parent report on the Diagnostic and Statistical Manual – Fourth Edition (DSM-IV; American
Psychiatric Association, 1994) Structured Interview for Disruptive Behavior Disorders (McNeil et
al., 1991), (c) participating caregiver was the primary caregiver and legal guardian of the child,
and (d) caregiver agreed to the constraints of the research design (i.e., treatment being
conducted in the home, completing assessment questionnaires, possible delay in treatment due
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to the staggered baseline). The first five participants met the selection criteria and were
admitted into the study; no families were excluded from the study. Participants were given
incentives for their involvement in the study (i.e., $100 for pre-treatment assessment, $75 for
obtaining mastery criteria during the first phase of treatment, $75 for post-treatment
assessment, and $50 for follow-up assessment). Two participants terminated treatment
prematurely, while the remaining three participants completed the entire course of treatment.
The children and families are described below using pseudonyms to protect their confidentiality.
Alex. Alex is a 5-year-old Caucasian male who participated in the study with his 30-yearold biological mother. Alex was recruited for participation from a local Head Start preschool.
Alex lives with his 9-year-old sister, biological parents, and paternal grandparents. Alex’s father
has an associate’s degree and is employed as a foreman; his mother is a homemaker and has
a bachelor’s degree. The household combined annual income was $20,000-30,000.
At intake, Alex’s mother reported that Alex had difficulty listening, was very active, and
was often physically aggressive with his sister and peers at Head Start. Alex’s mother was
diagnosed with generalized anxiety disorder and depression. When Alex’s father was 13 years
old, he witnessed his brother (i.e., Alex’s uncle) being struck and killed by a car. Alex’s father
reportedly never received any mental health services following the incident, and it is unclear
whether he has existing trauma symptoms. Alex’s sister is currently receiving mental health
services for anxiety symptoms. Alex has an unremarkable medical history and all of his
developmental milestones were met on time.
One chronic stressor for Alex’s family was the fact that they lived in the grandparent’s
home. Throughout the course of treatment, Alex’s mother reported distress related to a custom
home she and Alex’s father were having built. In addition, Alex’s mother was involuntarily
unemployed for a great portion of the treatment but eventually began a job she enjoyed. Lastly,
Alex’s mother had a difficult time balancing her schedule between her job, her children, and her
own schooling. Overall, the family appeared to be experiencing elevated levels of stress. Alex
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and his mother completed treatment after having participated in three baseline sessions, a CDI
didactic session, five CDI coaching sessions, two PDI didactic sessions, six PDI coaching
sessions, a post-treatment assessment session, and a follow-up assessment session.
Noah. Noah is a 5-year-old Caucasian male who lived at home with his parents, two
older sisters, and older brother. At the time of the study, Noah’s mother was unemployed and
his father worked as a laborer. Noah’s mother had a high school education and his father went
to a professional trade school. They reported an annual family income of $10,000-20,000. Noah
was in Head Start when the study began. Noah’s mother reported that he often did not listen,
frequently threw objects, and had trouble getting along with his siblings. Noah’s mother
disclosed that she had a learning disability and mental health concerns (i.e., depression). In
addition, Noah’s mother reported that Noah’s father and all of his siblings have been diagnosed
with learning disabilities.
During the course of the study, Noah’s family was experiencing a number of stressors.
Most significant was the fact that Noah’s mother exhibited depressive symptoms and endorsed
suicidal ideation with a history of suicide attempts. During the study, Noah’s mother was
receiving intensive individual counseling and was prescribed anti-depressants. She stated that
her greatest source of stress was her children. Noah’s family also experienced financial stress
during the study, including being limited to the use of one vehicle. Noah and his mother
attended four baseline sessions, a CDI didactic session, seven CDI coaching sessions, two PDI
didactic sessions, eight PDI coaching sessions, a post-treatment assessment session, and a
follow-up assessment session.
Tami. Tami is a 7-year-old Caucasian female who lived at home with her adoptive
parents and younger brother at the time of intake. The family sought services through the
university clinic after hearing about PCIT during a local seminar. The family reported a
combined annual income of $70,000. Tami was in the second grade during the study. Tami was
characterized by her mother as a “strong-willed and determined” girl who “often wants her way.”
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Specifically, Tami’s mother reported that she often exhibited aggressive behaviors (e.g., kicking,
hitting) that would frequently escalate in intensity until caregivers gave in to her demands.
Tami’s mother initially reported that she and Tami’s father often disagreed regarding parenting
issues. As a child, Tami experienced medical complications that included a loss of hearing in
one ear. Follow-up on this condition was not attained. Psychiatric family history is unknown.
In regard to current familial stressors, Tami’s mother reported being overwhelmed with
her schedule, which involved balancing her nursing job and law school. Tami’s mother often did
not complete her therapeutic homework assignments and occasionally seemed disorganized
and overwhelmed. During the course of treatment, Tami’s maternal grandfather passed away
which caused additional distress in the family. Between the post-treatment assessment session
and follow-up, Tami’s parents separated and have since filed for divorce. In the initial phase of
treatment, Tami’s mother spoke with the therapists about her anxiety regarding certain aspects
of the PCIT program (i.e., being observed and coached). Therapists reported that this anxiety
subsided as treatment progressed and rapport was more firmly established. Tami and her
mother attended six baseline sessions, the CDI didactic session, four CDI coaching sessions,
two PDI didactic sessions, nine PDI coaching sessions, a post-treatment assessment session,
and a follow-up assessment session.
Rachel. Rachel is a 4-year-old Caucasian female who lives at home with her biological
parents and her 13-year-old brother. Rachel was referred for the study by a local community
mental health agency. Rachel’s father is a high school graduate who was employed as a
facilities engineer. Her mother was 36 years old at the time of the study, was unemployed, and
had attended some college courses. The family chose not to report their income level. Rachel’s
mother reported that her daughter’s behavior was a great source of stress for the family. Rachel
had a history of frequent urinary tract infections and had occasionally been incontinent. Rachel’s
father has been diagnosed with a mood disorder and was prescribed Lexapro to target
associated symptoms.
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Rachel’s mother reported significant distress with regard to her relationship with
Rachel’s father. Specifically, she reported feeling unsupported by her husband and indicated
that they often disagreed in their parenting styles. At one point during treatment, Rachel’s
mother unexpectedly left the home and stayed with a friend for two days. The rest of the family
was unaware of her whereabouts during that time. Rachel missed a number of consecutive
treatment appointments due to painful headaches, fever, and stomach pains. Rachel’s mother
ultimately terminated therapy prematurely stating “she just couldn’t take it anymore.” She
expressed that the therapy caused her anxiety, and she was unable to keep up with the
homework assignments. Rachel and her mother participated in four baseline sessions, the CDI
didactic session, five CDI coaching sessions, two PDI didactic sessions, and three PDI coaching
sessions. She reported feeling overwhelmed with life stressors (e.g., the dissolution of her
marriage) and felt that she could not devote the time necessary to the treatment.
David. David is a multi-racial 2-year-old male who lived at home with his 25-year-old
biological mother. David’s family was referred through an Early Head Start program. During
intake, David’s mother reported that David had difficulty listening and was often noncompliant.
David’s mother also reported concern over the safety of her son due to his reckless behavior
(e.g., being destructive with toys). David’s mother reported stress related to her inability to
locate or maintain employment. She reported having a good relationship with her parents who
were a major source of financial assistance. She reported an annual income of less than
$10,000. During the first week of treatment, David’s mother attained employment but quickly
stated that her new schedule was a cause of distress to her. David and his caregiver were
inconsistent in their attendance. The family had two “no-shows” (i.e., family was not home or did
not come to the door when therapists arrived), one cancellation, and was chronically late for
their appointments. David’s mother was terminated from the study after multiple attempts to
contact her with no response. David and his mother attended three baseline sessions, a CDI
didactic session, and three CDI coaching sessions.
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Therapists
Two graduate students from the Child Clinical Psychology Program at West Virginia
University served as therapists in the study. Both therapists had previous PCIT experience (i.e.,
served as a therapist on a minimum of three PCIT cases with extensive supervision and
participated on a clinical team devoted to PCIT for one year) and were provided with a detailed
treatment manual outlining procedures for each session. They also received weekly one-hour
group supervision throughout the study from a licensed clinical psychologist with extensive
experience in providing and supervising PCIT. Participants were randomly assigned to
therapists.
Experimental Design
A single-subject AB design across subjects with staggered baselines was used to
assess caregiver behavior, child compliance, and child behavior problems. Dyads began
treatment after meeting baseline criteria (i.e., minimum of three sessions and no notable upward
trend). Baseline data were collected once prior to the CDI phase of treatment and again before
the PDI phase of treatment. Baseline data for CDI were obtained by assessing caregiver
positive behaviors (i.e., labeled praise, reflection, behavioral description). The first baseline data
point was obtained during the 5-minute DPICS-II CDI observation at the pre-treatment
assessment session. A minimum of three consecutive data points were collected during
baseline with data demonstrating no notable upward trend before treatment began. No more
than one baseline data point per day and no fewer than one per week were collected. One week
after the initial dyad began treatment, the next dyad whose DPICS data met the baseline criteria
began treatment. Each subsequent week, another dyad began treatment.
Two criteria were used to determine when to change from CDI to PDI conditions. First,
participants’ caregivers had to meet mastery of the CDI skills. Mastery of the CDI skills was
defined as the caregiver’s use of the following skills during a 5-minute DPICS-II CDI
observation: (a) 10 labeled praises, 10 reflections, and 10 behavioral descriptions; (b) no more
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than three questions, commands, or criticisms; and (c) ignoring of non-harmful inappropriate
behaviors. As different target behaviors were hypothesized to change during the PDI
intervention, the second criterion for changing to PDI was the establishment of PDI baseline
data based on caregiver behavior (i.e., proportion of direct commands during the DPICS-II PDI
observation). These data had to be consistent for three consecutive sessions, with no notable
upward trend. The first baseline data point for PDI was obtained during a 5-minute pretreatment DPICS-II PDI observation. Subsequent baseline data points were collected
throughout the CDI phase of treatment using a 5-minute DPICS-II PDI observation. Missed
appointments were scheduled for later in the same week or the following week. Follow-up data
were collected for each dyad 1 month after the post-treatment session.
A total of nine dependent variables were examined in the study and were assessed at
various points in treatment (i.e., pre-treatment, each session, post-treatment, follow up; see
Table 1). Five dependent variables were based on the DPICS-II observations. The first two
dependent variables (i.e., caregiver positive behavior, caregiver negative behavior) were related
to the goals of the CDI phase of treatment and were coded during the 5-minute DPICS-II CDI
observation. Caregiver positive behavior was calculated by totaling the frequencies of labeled
praise, reflection, and behavioral description. Caregiver negative behavior was calculated by
totaling the frequencies of questions, criticisms, and commands. Three dependent variables that
related to PDI goals were measured during the 5-minute DPICS-II PDI observation: proportion
of direct commands, contingent praise, and child compliance. Proportion of direct commands
was calculated by dividing the frequency of direct commands by the total of direct commands
plus indirect commands. Contingent praise was assessed using a frequency count. Child
compliance was calculated by dividing the number of commands complied with by the total
number of commands. Other dependent variables included scores on the Eyberg Child Behavior
Inventory, Parenting Stress Index Short Form, Therapy Attitude Inventory, and the DSM-IV
Structured Interview for Disruptive Behavior Disorders.
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Measures
Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 1981; Achenbach & Rescorla,
2000, 2001). The CBCL is a standardized parent report measure used to assess general child
psychopathology (Appendix A). The Preschool (ages 1 ½ to 5) and School Age (ages 6-18)
forms were used in the current study. For each item, parents indicated on a 3-point scale the
extent to which each item described their child’s behavior within the past 2 months. It yields a
Total Problems score, two broadband scores (Internalizing Problems, Externalizing Problems)
and narrowband subscale scores (e.g., Aggressive Behaviors, Attention Problems).
Psychometric properties of the CBCL have been demonstrated in numerous studies (e.g., see
Achenbach & Rescorla, 2000, 2001 for reviews). In addition, the CBCL has been able to
discriminate between referred and non-referred samples (Achenbach, 1991). Norms are based
on age and gender of the child. Only the Aggression subscale was used in the current study for
screening purposes. Items from the Aggression subscale include, “hits others,” “defiant,” and
“disobedient.” This subscale was used as a screening device as the behavioral items are
consistent with disruptive behavior disorders which are targeted in PCIT.
Dyadic Parent-Child Interaction Coding System – II (DPICS-II; Eyberg et al., 1994). The
DPICS-II was developed to code parent and child behaviors during their interactions. Normative
data for the DPICS-II are available (Eyberg et al.). Reliability and validity of the DPICS-II during
live coding situations has yielded adequate results (Bessmer, 1993; Bessmer & Eyberg, 1993).
More specifically, the DPICS-II manual (Eyberg et al.) lists live coding agreement scores
averaging 64% (range = 25% to 93%) for the twelve codes included in the current study. The
definitions for the twelve codes are included in Table 2.
Seven of the 12 DPICS-II codes were used to create two composite codes for caregiver
behavior that are related to the goals of CDI (i.e., caregiver positive behavior [CPB] and
caregiver negative behavior [CNB]). CPB consisted of Labeled Praise, Reflection, and
Behavioral Description assessed during the DPICS-II CDI observation. CNB consisted of
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Question, Criticism, Direct Command, and Indirect Command.
The DPICS-II was used to code caregiver and child behavior during two 5-minute
structured observations at pre-treatment, post-treatment, prior to each session, and at follow up.
During these interactions, the extent of parental control required varies (Hembree-Kigin &
McNeil, 1995). The therapist gave the parent specific instructions for each of the interactions
(Appendix B). The first structured observation was the DPICS-II Child Directed Interaction (CDI)
observation where the caregiver was instructed to let the child lead the play and simply follow
the child’s lead. The second structured observation was the DPICS-II Parent Directed
Interaction (PDI) observation in which the caregiver informed the child that the caregiver
chooses (and leads) the activity. The DPICS-II CDI and PDI situations were used to observe
caregiver and child behavior. All observations were coded live during session. Coders used a
standardized form developed for the present study to record all observational data (Appendix
C).
Demographics form. A demographics form was developed for use in the current study
(Appendix D). This form included the following information: (a) child age, (b) child gender, (c)
child ethnicity, (d) caregiver age, (e) caregiver gender, (f) caregiver ethnicity, (g) number and
ages of siblings in the home, (h) primary caregiver’s relationship to the child, (i) marital status, (j)
employment status, (k) occupation, (l) caregiver education level, and (m) family income.
Diagnostic and Statistical Manual – IV (DSM-IV) Structured Interview for Disruptive
Behavior Disorders (McNeil et al., 1991). The DSM-IV Structured Interview (Appendix E) was
created to assess the severity and duration of child disruptive behaviors based on diagnostic
criteria for oppositional defiant disorder, conduct disorder, and attention deficit/hyperactivity
disorder. The measure utilizes DSM-IV criteria in assigning diagnoses. Respondents are asked
to rate each item on a four-point scale from 1 (i.e., rarely) to 4 (i.e., very often). Items are
considered symptomatic if they are endorsed as occurring pretty often or very often. Reliability
and validity of this measure have been demonstrated in various PCIT outcome studies (Eyberg
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et al., 2001; McNeil et al.; Schuhmann et al., 1998). The DSM-IV Structured Interview was
administered at pre treatment, post treatment, and follow up.
Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999; Eyberg & Ross, 1978).
The ECBI is a parent report form used to assess disruptive behavior problems of children
between the ages of 2 and 16 (Appendix F). This measure consists of 36 items that were
designated as typical problem behaviors by parents of children with conduct problems. Parents
indicate the frequency of these behaviors by rating each item on a scale of 1 (never) to 7
(always), yielding an Intensity Score. Parents also indicate whether the behavior is problematic
for them (i.e., yes or no), generating a Problem Score. The clinical cutoff scores are 131 for the
Intensity Score and 15 for the Problem Score (Eyberg & Pincus). There have been a number of
studies demonstrating the reliability of the ECBI as well as its validity and sensitivity to change
following treatment (e.g., Boggs, Eyberg, & Reynolds, 1990; Eyberg & Ross). In addition,
research demonstrates the sensitivity of the ECBI to weekly change in the intensity of child
behavior problems (Perez, Bell, Adams, Garzarella, & Eyberg, 2002). The ECBI was completed
by the caregiver at pre- and post treatment, follow up, and prior to each treatment session.
Parenting Stress Index – Short Form (PSI-SF; Abidin, 1995). The PSI-SF is a 36-item
parent self-report derived from the 120-item full scale PSI. The PSI-SF was designed to assess
stress within the parent-child relationship (Appendix G). Parents are asked to endorse items
using a Likert scale ranging from strongly agree to strongly disagree. For the purposes of the
current study, only the Parental Distress, Difficult Child, and Parent-Child Dysfunctional
Interaction subscales were analyzed. A number of studies have demonstrated adequate
reliability and validity for the PSI-SF (see Abidin for review). Although findings from many of the
original PSI-SF studies were restricted to high functioning Caucasian parents (Abidin), more
recent literature has been conducted with minorities, single parents, and parents with lower
socioeconomic status and support the use of the PSI-SF with these populations (e.g.,
Bhavnagri, 1999; Kelley, 1998; Reitman, Currier, & Stickle, 2002). In addition, the full-scale PSI
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has demonstrated sensitivity to PCIT treatment (e.g., Eisenstadt et al., 1993). The PSI-SF was
administered at pre- and post treatment, and at follow up.
Therapy Attitude Inventory (TAI; Eyberg, 1974). The original TAI was developed by
Eyberg and Johnson (1974) as a consumer satisfaction measure for behavioral parent training
programs. Eyberg revised the questionnaire (Appendix H) to assess parental satisfaction with
PCIT. The TAI is a 10-question measure containing items on a 5-point Likert scale, which vary
depending on the specific item, but with a higher score indicating higher satisfaction. Items
explore parents’ perceptions of techniques learned, quality of the parent-child relationship,
changes in the severity of behavior problems, and overall impressions of PCIT. Psychometric
evaluations of the TAI have demonstrated adequate reliability (Brestan, Jacobs, Rayfield, &
Eyberg, 1999; Eisenstadt et al., 1993) and validity (Brestan et al.; Eisenstadt et al.; Eyberg &
Matarazzo, 1980). The TAI was administered at post treatment and at follow up.
Procedures
Assessment procedures. An outline of the assessment procedures is provided in Table
3. Families interested in participating in the study contacted the investigator at the university
clinic. Using a standardized referral form designed for use in the current study, the primary
investigator or a graduate student therapist involved in the study called referred families to
discuss the referral question, provide an overview of PCIT, and describe the purpose and
logistics of the study. During this phone contact, the purpose of the phone call was explained
and verbal consent regarding information collected during the phone call was obtained. Study
eligibility was determined by administering two brief screeners (i.e., aggression subscale of the
CBCL and DSM-IV Structured Interview for Disruptive Behavior Disorders) to the caregiver over
the phone. The first five families contacted met inclusion criteria and were admitted into the
study. A pre-treatment assessment session (to be conducted in the home) was then scheduled.
Pre-treatment assessment began by obtaining written informed consent to participate in the
study. The pre-treatment assessment procedures were conducted in the following order: (1)
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caregiver completion of two self-report questionnaires (i.e., ECBI, PSI-SF), (2) completion of a
thorough clinical interview (including Demographics Form), and (3) coding of the two 5-minute
DPICS-II observations (i.e., CDI, PDI).
Throughout treatment, the ECBI and two behavior observations (i.e., CDI, PDI) were
collected prior to each session. Post-treatment assessment was conducted on the session
following the family’s completion of treatment and was administered in the same order as pretreatment: (1) caregiver completion of three self-report questionnaires (i.e., ECBI, PSI-SF, TAI),
(2) administration of the DSM-IV Structured Interview, and (3) coding of the 5-minute DPICS-II
CDI and PDI observations. At follow up, the post-treatment assessment was replicated.
Treatment procedures. Therapists met with families in their home for twice-weekly 1hour treatment sessions. One therapist served as the primary clinician for the family and two
therapists were present at 42.8% of sessions overall. There were two reasons for conducting inhome PCIT in pairs. First, for the initial sessions, two therapists were sent to the home to
address any potential safety concerns. Second, the second therapist conducted reliability
coding for the study. Treatment followed standard practice of clinic-based PCIT with the
exception that all sessions were conducted in the home. Modifications from the clinic-based
protocol were necessary in order to implement this treatment in the home setting. For example,
during clinic-based PCIT, therapists coach parents through use of a bug-in-the-ear device from
behind a one-way mirror. As this technology is not available in the home setting, therapists
provided “in-room” coaching. During coaching sessions in the home, the therapist sat behind the
caregiver and provided feedback discretely. Preliminary research suggests that coaching in the
room is an effective alternative to the bug-in-the-ear technology (Rayfield & Sobel, 2000).
A brief summary of sessions is provided here. A more detailed treatment manual
adapted for in-home PCIT was provided to therapists to ensure adherence to the treatment
protocol (see Appendix I for a sample integrity checklist that was used by the therapists during
the session). Session 1 was the first face-to-face meeting with the participants during which
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written informed consent was obtained and the pre-treatment assessment was conducted.
During this first appointment, therapists explained to participants that distractions should be kept
at a minimum during treatment sessions. Participants were asked to refrain from having visitors,
accepting telephone calls, or having the television on during treatment sessions. During
subsequent sessions, baseline data were obtained until criteria (i.e., a minimum of three data
points with no notable upward trend) were met. At the session following baseline criteria, the
therapist conducted the CDI didactic session. CDI coaching began at the session following the
didactic session and continued until the caregiver met mastery criteria for the CDI phase of
treatment. Once the dyad met baseline criteria for changing conditions to the PDI phase of
treatment, the PDI didactic session was conducted at the next session. The PDI didactic
session was followed by PDI coaching sessions until the caregiver met mastery criteria (i.e.,
caregiver must give at least four commands, of which at least 75% must be direct and caregiver
must show at least 75% correct follow-through after giving an effective command) and the
child’s behavior is within normal limits as indicated by the ECBI. After mastery criteria for PDI
was reached, the post-treatment assessment was conducted. A follow-up session was
conducted one month after the post-treatment assessment session.
Treatment integrity. Therapists met weekly with a licensed clinical psychologist with
extensive experience in PCIT for supervision of the treatment cases. During supervision
sessions, therapists reviewed and discussed treatment session content and the supervisor
provided feedback on correct therapy implementation to enhance treatment integrity. Therapists
were required to use self-monitoring by bringing integrity checklists to each therapy session and
checking off items as they were completed (see Appendix I for a sample). In addition, a
graduate student or an advanced undergraduate psychology student performed treatment
integrity checks for at least 30% of the therapy sessions. The reviewers observed the treatment
sessions in the home and completed the integrity checklists independently. Integrity
percentages were calculated for each session by dividing the number of session components
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appropriately completed by the total number of session components possible and multiplying by
100. Treatment integrity scores were averaged for each participant and ranged from 99.5% to
100%. Treatment integrity dropped to 86% during one of Tami’s sessions as the therapists were
unable to conduct coding during that session.
Integrity of the Observational Measures
Training coders. The two graduate students serving as therapists in the study were
trained to code parent-child interactions using the DPICS-II. Training included a series of
lessons, homework, and quizzes that were designed for the purpose of training DPICS-II
coders. After coders completed the DPICS-II training, they worked toward attaining acceptable
reliability by coding live, analog interactions. A 15-second interval system was used to calculate
kappa agreement for the following DPICS-II codes: labeled praise, reflection, behavioral
description, question, indirect command, direct command, criticism, contingent praise, and child
compliance. Coders were designated reliable after they attained an agreement of .75 kappa for
three consecutive observations. The primary investigator maintained contact with the coders via
email and regularly scheduled phone conferences to discuss progress and allowed the
opportunity to raise any issues or concerns regarding the coding system.
Interobserver agreement. All DPICS-II observations were coded live. Agreement was
evaluated for 42.80% of the observations with agreement being assessed comparably across all
phases of treatment (i.e., baseline, CDI, PDI, follow up). Kappas were calculated for each
DPICS-II code used as a dependent variable or part of a dependent variable (i.e., labeled praise
[LP], reflection [RF], behavioral description [BD], Question [Q], Criticism [CR], Direct Command
[DC], Indirect Command [IC], Contingent Praise [CP], and Child Compliance [CCO]). Kappas
were averaged across participants for each of the nine DPICS-II codes and ranged from .87
(Question) to 1.0 (Contingent Praise). Overall kappas for each DPICS-II code and their ranges
were as follows: LP (M = .97, range = .90 – 1.0), RF (M = .94, range = .90 - .97), BD (M = .95,
range = .85 - .99), Q (M = .87, range = .82 - .94), CR (M = .95, range = .88 - .99), DC (M = .92,
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range = .80 - .98), IC (M = .89, range = .83 - .95), CP (M = 1.0, range = 1.0), and CCO (M = .93,
range = .91 - .96). Kappas for coder agreement at each observation were high and were
generally above .60. Kappa dropped below .60 on three different codes (LP, Q, IC) on three
different observations for the same participant (Tami).
Results
PDI observations were suspended during the two PDI didactic sessions while caregivers
were instructed on the discipline procedure. In addition, observations were suspended during
the first two PDI coaching sessions until the caregiver could demonstrate competence in the
discipline procedure. Caregivers had to demonstrate competence either directly during a
coaching session or within a role-play situation if the child did not have a timeout during one of
the first two PDI coaching sessions. Thus, data were not collected for those variables examined
during the PDI observations (i.e., proportion of direct commands, contingent praise, and child
compliance) until the third PDI coaching session. The purpose of not conducting observations
during those sessions was to ensure that the caregiver would not implement the discipline
procedure incorrectly in the absence of adequate coaching.
Alex
Caregiver behavior. CPB data for Alex and his mother are illustrated in Figure 1. During
baseline, no notable upward trend was observed and caregiver positive behavior was at an
overall low level with a mean of 1.25. A notable increase in caregiver positive behavior was
observed when the family transitioned into the CDI phase of treatment. Of note, CPB increased
from 0 to 16 after only having received the didactic session (i.e., the caregiver had not yet
received any coaching). CPB steadily increased across CDI with the caregiver obtaining
mastery after four coaching sessions. The mean level of CPB during CDI was 29.00. The PDI
didactic session took place over sessions 10 and 11. Observations resumed during session 13.
The level of CPB maintained throughout PDI with a mean of 28.20. At follow-up, 26 CPBs were
observed.
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CNB data for Alex and his mother are displayed in Figure 2. During baseline, no notable
trend was detected and the mean equaled 9.25. During CDI, there was a notable decrease in
CNB with the mean decreasing to 2.20. During PDI, CNB continued to decrease with a mean
level of 0.20. At follow-up, there were no CNBs during the observation.
Data for the proportion of direct commands for Alex and his mother are displayed in
Figure 3. Data were variable throughout baseline ranging from 0% to 100% use of direct
commands, with an overall phase mean of 52.50%. Only two data points were obtained from the
CDI phase of treatment. While data were collected for three additional CDI sessions, no
commands (indirect or direct) were given during the observation, thus, no data were available
for plotting. During CDI, Alex’s caregiver obtained a 0% proportion of direct commands during
the first CDI session and 33.33% in the following session, for an average of 16.67%. Data were
collected during the PDI phase beginning with session 14 (due to the PDI didactic). Proportion
of direct commands was 100% throughout PDI during all four observed sessions and remained
at 100% during the follow-up observation.
Contingent praise (CP) data for Alex and his mother are reflected in Figure 4. CP only
occurred once throughout baseline and never occurred during the CDI phase of treatment.
During PDI, CP increased with a mean equaling 6.00. At follow up, the level of CP maintained
with seven CPs observed.
Child compliance. Alex’s compliance data are displayed in Figure 5. Low levels of
compliance were exhibited during baseline with a mean of 16.17%. Only two data points were
obtained during CDI with child compliance increasing from 0 at session 5 to 66.67% at session
6. Child compliance data for sessions 8 through 10 could not be plotted as there were no
commands given during those observations. When observations resumed during PDI, child
compliance increased to 100% and remained at 100% throughout PDI. Child compliance
maintained at 100% at the follow-up assessment.
Parent report of child behavior. ECBI Intensity score data are displayed in Figure 6.
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ECBI Intensity scores during baseline were well above the cutoff for clinical significance (i.e.,
131) with no notable trend and an average of 208.00. During CDI, ECBI Intensity scores began
to decrease with a mean equaling 188.50. During PDI, scores continued to decrease and
dropped below clinical significance at session 17; however, the overall mean remained above
clinical significance at 138.75. At follow up, the ECBI Intensity score was 81. As shown in Figure
7, ECBI Problem scores followed the same pattern for this dyad. At baseline, scores were
above clinical significance (i.e., 15) and stable with no notable trend and an average of 28.00.
During CDI, there was a notable downward trend and a mean of 27.83. After transitioning to
PDI, the problem score increased slightly and remained elevated until session 16 when the
scores began to decrease. ECBI Problem scores were below clinical significance during
sessions 17 and 18. The overall mean for ECBI Problem scores during PDI was 20.50. At follow
up, ECBI Problem scores had decreased to a score of three.
Results from the DSM-IV Structured Interview for Disruptive Behavior Disorders for all
participants are displayed in Table 4. At pre-treatment, Alex met diagnostic criteria for
Oppositional Defiant Disorder (ODD) and Attention-Deficit Hyperactivity Disorder (ADHD) –
Combined Type. At post-treatment assessment, Alex met criteria for ADHD - Impulsive Type. At
follow up, Alex continued to meet criteria for ADHD - Impulsive Type.
Parenting stress. The PSI-SF was administered at pre- and post-treatment assessment
as well as at follow up. PSI-SF data for Alex’s family are displayed in Figure 8. All subscales of
the PSI-SF follow roughly the same pattern. Specifically, scores are elevated at pre-treatment,
decrease to within normal limits at post-treatment, and are elevated again at follow up.
Noah
Caregiver behavior. CPB data for Noah and his mother are depicted in Figure 1. CPB
during baseline was low and demonstrated a slight downward trend with a mean equaling 2.6.
CPB increased consistently across the CDI phase of treatment with a mean of 20.14. Data were
not collected during sessions 13 and 14 due to the PDI didactic session. CPB maintained
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throughout PDI although the data were slightly more variable with a mean of 25.13. This skill
maintained at follow-up assessment with 23 CPBs coded during the observation.
CNB frequencies are displayed in Figure 2. CNB during baseline was variable, with an
average of 20.60. There was a notable drop in CNB once CDI commenced and there was a
downward trend throughout CDI with an average of 3.43. CNB remained low and stable
throughout PDI with a mean of 1.38. CNB increased at follow up with six CNBs coded during the
observation.
Proportion of direct commands data are displayed in Figure 3. Baseline data were
variable ranging from 36.00% to 100% and an average of 60.70%. No commands were
observed during the first two observations of the CDI phase. For the remaining five sessions,
proportion of direct commands ranged from 0% to 50.00%, with an average of 18.15%. Data
collection during PDI began at session 17. Data were variable throughout this phase ranging
from 0% to 100%, with an overall phase mean of 70.56%. During the follow-up observation,
proportion of direct commands dropped to 33.33%.
CP data for Noah and his mother are reflected in Figure 4. Only one CP occurred during
baseline with a mean of .25. There was no notable change in CP with the implementation of
CDI. There were three CPs throughout this phase of treatment with a mean equaling .43. When
PDI observations resumed, there was a notable increase in CP - an upward trend was noted
during PDI and resulted in an overall mean equaling 2.83. There were six CPs observed during
follow-up assessment.
Child compliance. Noah’s compliance rates are displayed in Figure 5. Noah’s
compliance ranged from 16% to 50% throughout baseline, with a mean of 36.00%. Compliance
rates remained variable during CDI with a range from 0% to 100% and a mean equaling
30.40%. There was 0% compliance during the first PDI session. After this session, compliance
increased with a mean of 70.33% for the PDI phase of treatment. Sessions 21 and 22 yielded
100% compliance, with 100% compliance at follow up.
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Parent report of child behavior. ECBI Intensity score data are displayed in Figure 6.
ECBI Intensity scores during baseline were above clinical significance with no notable trend and
an average of 144.8. During CDI, ECBI Intensity scores remained stable at approximately the
same level, with a mean equaling 149.5. After the implementation of PDI, ECBI Intensity scores
began to decrease and dropped below clinical significance at session 17, with an overall mean
of 103.5. At follow up, the ECBI Intensity score was 66. As shown in Figure 7, ECBI Problem
scores did not follow the same pattern. At baseline, four out of five data points were above
clinical significance and were variable with no notable trend and a mean of 18.2. At the
beginning of CDI, there was a notable upward trend for sessions 6 through 8 and a downward
trend for sessions 9 through 12. The mean during CDI was 26.63. The ECBI Problem score
remained elevated after transitioning to PDI for the first three sessions, after which a notable
downward trend was observed with scores dropping below clinical significance. ECBI Problem
scores were below clinical significance during sessions 17 and 19 through 23. At follow up,
ECBI Problem scores maintained, with a score of 2.
At pre-treatment, Noah met diagnostic criteria for ODD and ADHD – Impulsive Type
based on his mother’s responses to the DSM-IV Structured Interview for Disruptive Behavior
Disorders. At post-treatment and follow-up assessment, Noah did not meet diagnostic criteria
for any of the disruptive behavior disorders.
Parenting stress. PSI-SF data obtained from Noah’s mother are displayed in Figure 8.
All subscales of the PSI-SF follow roughly the same pattern, with decreases from pre- to postand post- to follow-up assessment. The most notable decreases occurred in the Difficult Child
subscale with scores decreasing from the 95th percentile at pre treatment to the 60th percentile
at post treatment and dropping to the 30th percentile at follow up.
Tami
Caregiver behavior. CPB data for Tami and her mother are depicted in Figure 1. CPB
during baseline was low, with no notable upward trend and a mean equaling 1.17. CPB
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increased across the first three CDI coaching sessions with a slight decrease in session 11 with
a mean of 25.00. Data were not collected during sessions 12 and 13 due to the PDI didactic
session. CPB increased at the beginning of the PDI phase of treatment to 51 and then
decreased to 27 at session 17. CPB then became stable with an overall phase mean of 35.22.
CPB maintained at follow up; 36 CPBs were coded during the follow-up observation. CNB
frequencies are displayed in Figure 2. CNB during baseline was variable with a slight upward
trend and an average of 38.5. CNB decreased immediately and became stable after CDI began,
with a mean of 3.0. CNB remained low and stable throughout PDI, with a mean of 2.44. One
CNB was observed at follow up.
Data for proportion of direct commands for Tami and her mother are displayed in Figure
3. During baseline, proportion of direct commands increased steadily over the first four sessions
from 23.08% to 68.75%, followed by a decrease to 20.0% at session 5 and 0% at session 6.
The baseline average was 35.25%. During CDI, data remained variable ranging from 8.33% to
83.30% and an average of 31.67%. PDI data collection began during session 16. Data were
variable and ranged from 12.5% to 100%, with an overall increasing trend across the phase.
The average proportion of direct commands during PDI was 66.27%. At follow up, this level
maintained, with direct commands being observed 75.00% of the time.
CP data for Tami and her mother are reflected in Figure 4. No instances of CP occurred
during baseline or CDI. When PDI observations resumed after the didactic session, there was a
notable increase in CP, with a mean equaling 6.57. At follow up, CP increased further, with 14
CPs coded during the observation.
Child compliance. Tami’s compliance rates are displayed in Figure 5. Her compliance
was quite variable during baseline and ranged from 15.15% to 55.25% with a mean of 35.67%.
Compliance data were collected only during four CDI sessions with 0% compliance at sessions
8 and 10, 40.00% compliance at session 9, and 58.33% compliance at session 10. Overall,
compliance during CDI equaled 24.58%. PDI data collection resumed at session 16.
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Compliance increased from 75.00% at session 16 to 100% at session 18. Compliance remained
at 100% for the remainder of PDI, with an overall phase mean of 94.86%. At follow up, Tami
exhibited 93.75% compliance.
Parent report of child behavior. ECBI Intensity scores are displayed in Figure 6. During
baseline, Tami’s ECBI Intensity scores were stable, with no notable trend and a mean just
above clinical significance at 133.29. During CDI, ECBI Intensity scores decreased across the
first two coaching sessions, increased during session 10, and rose above clinical significance at
session 11. The overall ECBI Intensity score mean for CDI was 120.00. No notable change was
noted immediately after implementation of PDI, but an overall downward trend across the phase
was observed. The ECBI Intensity score mean for PDI was below clinical significance at 125.80.
At follow up, the ECBI Intensity score was 68. As shown in Figure 7, ECBI Problem scores
followed roughly the same pattern for this dyad. At baseline, scores were well above clinical
significance (M = 22.29), but a downward trend was noted. ECBI Problem data collected during
CDI were variable with an upward trend at the end of the phase and a mean of 18.60. There
was a slow downward trend observed across the first four sessions of PDI. After session 16,
the downward slope was more distinct (with the exception of session 19 where the score
increased to 17), dropping to 3 at session 22. At follow up, ECBI Problem scores remained low,
with one problem reported.
Based on caregiver report using the DSM-IV Structured Interview for Disruptive Behavior
Disorders, Tami met diagnostic criteria for ODD at pre-treatment. At post-treatment assessment
and follow-up, Tami did not meet criteria for any disruptive behavior disorders.
Parenting stress. The PSI-SF data for Tami’s family are displayed in Figure 8. There was
no clear pattern in the PSI-SF data. The Difficult Child subscale scores decreased across each
assessment phase from the 95th percentile at pre-treatment assessment to the 50th percentile
at follow-up assessment. The Parental Distress subscale data revealed an opposite pattern
increasing across all phases of assessment from the 65th percentile at pre-treatment
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assessment to the 90th percentile at follow-up assessment. For the Parent-Child Dysfunctional
Interaction subscale, the scores increased slightly from the 60th percentile at pre-treatment to
the 65th percentile at post-treatment. This subscale score then dropped to the 45th percentile at
follow-up assessment. The Total Stress subscale decreased from pre-treatment (i.e., 90th
percentile) to post-treatment (i.e., 75th percentile), but a slight increase was noted at the followup assessment (i.e., 80th percentile).
Rachel
Caregiver behavior. As shown in Figure 9, CPB data during baseline were low, with no
notable upward trend and a mean equaling 0.40. CPB increased immediately after CDI was
implemented. There was an upward trend across the phase, with a phase mean of 27.00. Data
were not collected during sessions 11 and 12 due to the PDI didactic session. The overall level
of CPB dropped slightly during PDI, with a mean equaling 24.67. Data were collected for three
PDI sessions before the family withdrew from treatment.
CNB frequencies are displayed in Figure 10. CNB during baseline was stable with no
notable trend and an average of 17.6. Upon implementation of CDI, CNB decreased gradually
throughout this phase (M = 2.6). CNB remained low during the three sessions of PDI, with a
mean of 1.67.
Proportion of direct commands data for Rachel and her caregiver are displayed in Figure
11. Baseline data were variable and ranged from 42.86% to 100%, with a notable downward
trend for the last three sessions. The overall mean for baseline was 69.11%. During CDI,
proportion of direct command data ranged from 0% to 100%, with a notable downward trend
throughout the phase and an overall phase mean of 52.00%. Data were collected on proportion
of direct commands for one session of PDI prior to the family’s termination from treatment.
Proportion of direct commands was 100% during the last session.
CP data for Rachel and her mother are reflected in Figure 12. Only one instance of CP
was observed during baseline (session 2), for an overall mean of 0.2. No CPs were observed
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during CDI. CP data were collected only once during PDI (session 15), during which two CPs
were observed.
Child compliance. As shown in Figure 13, Rachel’s compliance rates during baseline
were generally low (i.e., below 30%), with the exception of session 3 during which a compliance
rate of 75.0% was observed. Overall compliance during baseline was 28.80%. During CDI,
compliance was quite variable ranging from 0% to 100% with an average of 50%. Compliance
was 80% during session 15 (the only PDI session in which observation data were collected).
Parent report of child behavior. ECBI Intensity score data are displayed in Figure 14.
During baseline, Rachel’s ECBI Intensity scores were stable, with no notable trend and a mean
well above clinical significance at 172.4. There was no notable change upon implementation of
CDI. ECBI Intensity scores remained stable with a slight downward trend and a phase mean of
147.83. During the last CDI session, ECBI Intensity scores dropped to just below clinical
significance (i.e., 130). Scores increased slightly upon phase change to PDI. Data were stable
throughout PDI and remained above clinical significance with an overall phase mean of 140.75.
As shown in Figure 15, ECBI Problem score data followed roughly the same pattern for this
dyad. At baseline, scores were above clinical significance and stable, with a baseline mean of
21.00. There was no notable change upon commencement of CDI. ECBI Problem data
remained stable throughout CDI with no notable trend and a phase mean of 19.33. Again, when
PDI began, there was no notable change in ECBI Problem scores. Data remained stable across
the four sessions of PDI with a phase mean above clinical significance at 19.50.
At pre-treatment, Rachel met diagnostic criteria for ODD and ADHD – Impulsive type
based on the DSM-IV Structured Interview for Disruptive Behavior Disorders administered to her
mother. No post-treatment or follow-up data were available as the family terminated treatment
prematurely.
Parenting stress. PSI-SF data for Rachel’s family are displayed in Figure 16. Rachel’s
caregiver reported clinically significant distress across all domains. Only pre-treatment data
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were obtained as Rachel and her caregiver withdrew from treatment prior to completion. Scores
were in the 99th percentile on the Parent Domain, Difficult Child Domain, and Total Stress. The
Parent-Child Dysfunctional Interaction subscale score was in the 95th percentile.
David
Caregiver behavior. CPB frequencies are displayed in Figure 9. During baseline, CPB
was low, with no notable upward trend and a mean equaling 1.0. CPB increased after the
implementation of CDI, with a phase mean of 17.33 and no notable trend. As shown in Figure
10, there was a slight downward trend in CNB during baseline, with a baseline mean of 34.75.
Upon implementation of CDI, CNB decreased further with a slight downward trend throughout
CDI and a phase mean equaling 8.67.
Proportion of direct commands for David and his caregiver are reflected in Figure 11.
Data were stable throughout baseline, with an average of 85.78%. A notable decrease in
proportion of direct commands was observed upon commencement of CDI. The CDI phase
mean for proportion of direct commands was 24.75% and ranged from 0% to 40.91%. CP for
David and his mother are reflected in Figure 12. No CPs were observed during baseline or CDI.
The family terminated treatment after three sessions of CDI.
Child compliance. As shown in Figure 13, David’s compliance rates during baseline were
very low (i.e., below 20%) and stable, with no notable trend and a baseline mean of 9.25%. CDI
data were variable, with a phase mean of 22.33%.
Parent report of child behavior. As illustrated in Figure 14, ECBI Intensity score data for
David were stable across baseline with no notable trend and a baseline mean of 132.75. There
was no notable change when CDI was implemented; however, by the last session of CDI, ECBI
Intensity scores had dropped to 116. The CDI phase mean was 128.67. As shown in Figure 15,
ECBI Problem scores followed roughly the same pattern for this dyad. At baseline, scores were
stable and above clinical significance with no notable trend and an average of 19.75. Again,
there was no notable change upon implementation of CDI. There was a slight downward trend
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across the three sessions of CDI, with a phase mean of 18.00.
At pre-treatment, David met diagnostic criteria for ODD based on his mother’s responses
to the DSM-IV Structured Interview for Disruptive Behavior Disorders. No post-treatment or
follow-up data are available as the family terminated treatment prematurely.
Parenting stress. PSI-SF data obtained from David’s caregiver are displayed in Figure
16. David’s caregiver reported clinically significant distress on the Difficult Child, Parent-Child
Dysfunctional Interaction, and Total Stress subscales. The Parent Domain was within normal
limits at the 65th percentile. Only pre-treatment data were obtained as David and his caregiver
terminated treatment prematurely. Scores were in the 99th percentile on the Parent Domain,
Difficult Child Domain, and Total Stress. The Parent-Child Dysfunctional Interaction subscale
score was in the 95th percentile.
Consumer Satisfaction
TAI results are displayed for all participants in Figure 17. Among treatment completers,
responses from Alex and Tami’s caregivers resulted in the highest possible score on the TAI
(i.e., 50) at post-treatment and follow-up assessments. Responses from Noah’s caregiver
yielded a score of 44 at post-treatment assessment and 45 at follow-up assessment. Noah’s
caregiver rated the following items as slightly lower (i.e., 4) than an optimal score (i.e., 5):
learning techniques for teaching my child new skills, getting along with their child, feeling
confident in ability to discipline, child compliance, the degree to which the program helped with
other general personal problems not directly related to your child, and general feeling about the
program. Consumer satisfaction measures were not obtained from Rachel’s or David’s
caregivers due to their premature termination from treatment. It is unclear whether the families’
reasons for terminating treatment prematurely were related to the intervention or service
modality.
Comparison to Previous Studies
In order to provide a context for the data obtained in the present study, data will be
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compared to previous PCIT outcome studies. The studies used for comparison include Nixon et
al. (2003), Schuhmann et al. (1998), Eisenstadt et al. (1993), and McNeil et al. (1991). Only
data from the three families completing treatment were used for comparison.
ECBI intensity scores. Table 5 displays means and standard deviations for ECBI
Intensity pre-treatment scores of the present study as well as the aforementioned PCIT outcome
studies. The mean from the present study was 157.67 (SD = 34.82). This was lower than all
means from previous PCIT outcome studies, which ranged from 166.59 (SD = 18.93; Nixon et
al., 2003) to 180.70 (SD = 28.20; McNeil et al., 1991). The mean ECBI Intensity post-treatment
scores for the three families participating in the present study was lower than the comparison
means at 89.33 (SD = 12.90). Means from the other outcomes studies ranged from 105.9 (SD
= 29.20; McNeil et al.) to 131.60 (SD = 40.60; Schuhmann et al., 1998). The mean ECBI
Intensity score at follow-up assessment for the present study was 71.67 (SD = 8.14). Follow-up
assessment data were only available from two of the outcome studies. Nixon et al. used a 6month follow up and Schuhmann et al. used a 4-month follow up. At the 1-month follow up for
the present study, the mean for ECBI Intensity scores was 71.67 (SD = 8.14). The means for
the Nixon et al. and Schuhmann et al. studies were 117.47 (SD = 31.69) and 126.30 (SD =
42.10), respectively.
Child compliance rates. Means and standard deviations for child compliance rates for
the present study and comparison studies are displayed in Table 6. Compliance rates were
used from the Nixon et al. (2003), Schuhmann et al. (1998), Eisenstadt et al. (1993), and McNeil
et al. (1991) studies. The present study resulted in pre-treatment compliance rates of 21.79%
(SD = 25.61). The Schuhmann et al. study reported similar pre-treatment compliance rates at
23%. Pre-treatment compliance rates for the other outcome studies were higher, with 64% (SD
= 24) in the Nixon et al. study, 47.0% (SD = 15.9) in the Eisenstadt et al. study, and 40.7% (SD
= 18.2) in the McNeil et al. study. At post-treatment, compliance rates for the present study were
100% for all three families. In the Nixon et al. study, compliance rates increased to 81% (SD =
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22). Similarly, compliance rates increased at post-treatment for the Schumann et al., Eisenstadt
et al., and McNeil et al. studies to 47%, 73.1% (SD = 19.9), and 70.4% (SD = 16.3),
respectively. Compliance rates maintained at follow up in the present study at 97.92% (SD =
.03). Nixon et al. was the only other study to report follow-up compliance rates. Maintenance of
treatment gains was observed at follow up, with a rate of 83% (SD = 21).
Discussion
Main Findings
Caregiver behavior. The three families who completed treatment demonstrated similar
rates of skill acquisition for caregiver positive behavior (CPB). At baseline, caregivers
demonstrated very low levels of this behavior. As hypothesized, upon commencement of CDI,
all caregivers demonstrated a gradual increase in use of these skills across this phase. Once
families transitioned to PDI, their skills maintained at near mastery level. These results
maintained at follow-up assessment for all three families. Rachel’s caregiver demonstrated a
similar pattern of CPB skill acquisition prior to withdrawing from treatment. In contrast, while
David’s caregiver demonstrated an increase in CPB after transitioning to CDI, the overall level
of CPB maintained at the same level across the first three sessions of CDI, but did not increase
in the same way as the other participants.
The families completing treatment exhibited varying levels of caregiver negative
behavior (CNB) during baseline with Tami’s caregiver exhibiting the highest level of CNB (M =
38.5). All families demonstrated the same response upon implementation of CDI; CNB
frequencies decreased and appeared more stable, which was consistent with the proposed
hypothesis. During PDI, these scores remained low. The same pattern was observed for Rachel
and David’s caregivers although the decline in David’s caregiver’s use of CNB appeared more
gradual when compared to the other families.
The data for proportion of direct commands were somewhat consistent with the
proposed hypothesis that the proportion of direct commands would increase during PDI.
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Baseline data for Alex, Noah, Tami, and Rachel were highly variable. Proportion of direct
commands remained variable during CDI. There was an overall increase in the proportion of
direct commands for Alex, Noah, and Tami during PDI although data remained variable for
Noah and Tami. Rachel’s data followed a similar trend although data were only collected for one
PDI session. David’s data were not examined for this variable as he terminated treatment prior
to PDI.
All families demonstrated the same pattern of skill acquisition for contingent praise (CP).
Levels of CP were low and almost nonexistent during baseline and CDI. During PDI, CP
increased for Alex, Noah, and Tami. These results are consistent with the proposed hypothesis
that CP would increase during PDI. While it appears as though Noah’s caregiver exhibited lower
levels of CP across PDI, it is important to note that his caregiver utilized CP for all but two times
Noah complied during PDI. Therefore, a better measure of CP might have been a percentage
with number of CPs divided by number of times the child complied (or number of parent
opportunities). As data were only collected for one PDI session for Rachel, it is unclear whether
her data would have followed the same pattern during PDI. David’s caregiver exhibited no CPs
during baseline or CDI.
Child compliance. It was proposed that child compliance would increase during the PDI
phase of treatment. For the three families that completed treatment, compliance rates varied
during baseline and CDI, but made notable increases during the PDI phase of treatment. In
addition, child compliance rates maintained at one-month follow up for all three families.
Rachel’s compliance data were variable during baseline and CDI. It is unclear whether her
compliance would have increased during PDI, although her compliance rate was 80.0% during
her last and only session of PDI. David showed slight improvement from baseline to CDI
although his data were limited and variable.
Parent report of child behavior. All participants presented with significant levels of child
behavior problems as indicated by parent report. It was hypothesized that parent report of child
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behavior problems would decrease across both CDI and PDI phases of treatment. ECBI
Intensity scores for Alex and Noah were relatively consistent throughout baseline. Adam’s ECBI
Intensity scores gradually decreased across CDI and PDI. This pattern is consistent with
previous research using the ECBI to monitor treatment progress during PCIT (Perez et al.,
2002). Noah’s data remained relatively stable through CDI and decreased throughout PDI.
Rachel’s data demonstrated a similar pattern, although after a stable baseline, data decreased
slightly throughout CDI, but then remained stable at the same level throughout PDI. Tami’s data
showed a more unique pattern in which the scores were variable during baseline and began to
decline in CDI, but then increased throughout the end of CDI and beginning of PDI. Her scores
then decreased throughout the rest of PDI. One hypothesis for this pattern was the amount of
caregiver contact with the child. Therapists from the study explained that Tami participated in a
day camp during the study and that the decline in ECBI scores appeared to coincide with the
amount of daily contact the caregiver had with Tami. When day camp was over, the ECBI
scores increased before making a decline to within normal limits. ECBI Intensity scores
maintained at follow up for the three completers. Finally, David’s limited data showed stable
ECBI scores at the level of clinical significance throughout baseline and CDI.
Patterns for the ECBI Problem scores were slightly different. For Alex and Noah, the
pattern was roughly the same as the ECBI Intensity scores. Scores were variable during
baseline and then began to gradually decrease during CDI. Both Alex and Noah demonstrated a
slight increase after PDI was implemented. This phenomenon has been noted anecdotally
among PCIT clinicians. It is hypothesized that after the discipline procedure is implemented,
children attempt to “test the limits.” Once the children experience this procedure consistently,
their problem behavior decreases. For Tami, there was a downward trend during baseline
followed by an increase in ECBI Problem scores across CDI. Scores then gradually decreased
across PDI. Follow-up ECBI Problem scores for the three completers were equal to or less than
their lowest score obtained during treatment. In contrast, no notable change was detected in
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ECBI Problem scores for Rachel across baseline, CDI, and PDI. One possible explanation for
this lack of change is the level of participation in the program. Specifically, therapists noted that
Rachel’s caregiver was experiencing a significant amount of distress at this time and reported to
therapists that she was inconsistent in her completion of therapeutic homework due to these
additional stressors. This overall level of distress is reflected in her PSI-SF scores in which the
Parent Domain was significantly elevated (99th percentile). It has been suggested that one
explanation for a profile in which there are high Problem scores and low Intensity scores on the
ECBI is a low level of parental tolerance perhaps caused by distress (Eyberg & Pincus, 1999).
Finally, David’s data followed the same pattern as his ECBI Intensity data remaining stable
across baseline and CDI although well above the cutoff for clinical significance.
All of the participants met criteria for a disruptive behavior disorder based on their
caregiver’s responses to the DSM-IV Structured Interview for Disruptive Behavior Disorders with
all participants meeting criteria for oppositional defiant disorder. Rachel no longer met criteria for
ODD at post-treatment or follow up. Alex and Noah met criteria for an additional disorder at pretreatment. Alex met criteria for ADHD – Combined Type and Noah met criteria for ADHD –
Impulsive Type. Alex met criteria for ADHD – Impulsive Type at post-treatment assessment and
again at the follow-up assessment while Noah no longer met criteria for any disruptive behavior
disorder at post-treatment or follow-up assessment.
Parenting stress. Results suggested that all caregivers reported significant levels of
distress on at least one domain (e.g., Difficult Child). It is possible that parenting distress may
have impacted progress in treatment. Of the treatment completers, Noah needed the greatest
number of CDI coaching sessions (i.e., 7) to reach CDI mastery with Alex and Tami needing five
and four sessions, respectively. In addition, Noah’s caregiver was the only one to report a
significant amount of distress on the Parent Domain of the PSI-SF, which assesses stressors
independent of the child’s behaviors including depression and self-confidence in the parenting
role. One theory is that these additional stressors may have impacted Noah’s caregiver’s ability
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to learn the skills effectively. This is supported to some degree by the fact that the only other
participant (i.e., Rachel) to report such an elevated level of distress on the Parent Domain
withdrew from treatment prematurely. This suggests that parents participating in PCIT who are
experiencing additional stressors beyond those presented by parenting a difficult child or
difficulties within the parent-child relationship may benefit from adjunct services directly targeted
at reducing caregiver distress. However, caution should be used in implementing such adjunct
interventions based on the Chaffin et al. (2004) study which suggested that additional services
may attenuate therapeutic outcomes.
Consumer satisfaction. Overall, caregiver responses suggested a high degree of
satisfaction with in-home PCIT with two of the caregivers giving the highest possible ratings at
post-treatment assessment and follow-up assessment. However, these results should be
interpreted with caution. First, although measures were taken to ensure that the participants’
responses were kept confidential from the therapists (i.e., providing the participants with sealed
envelopes for their completed TAIs), it is possible that the participants’ responses were biased
by their desire to please the experimenters (i.e., therapists). In addition, consumer satisfaction
measures were not obtained from Rachel and David’s caregivers, so it is unclear whether their
termination may have been influenced by dissatisfaction with the intervention. Finally, the TAI
was designed to assess consumer satisfaction for the clinic-based PCIT program and no items
address the home-based nature of the current intervention.
Additional Considerations and Future Directions
Clinical considerations. Clinicians providing treatment during this study were able to
provide a wealth of information regarding the clinical challenges presented by in-home PCIT. All
of the challenges reported by the clinicians could be generally categorized as related to having
less environmental control in comparison to clinic-based PCIT. When conducting PCIT in the
clinic the clinician has great control over the environment. For example, the clinic therapy room
is typically bare except for a table for special playtime, two chairs for the caregiver and child to
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sit in, and a limited number of toys to use during the session. In contrast, when providing
treatment in the home, there are many other physical distractions to contend with during
session. One reported problem was the distraction of other family members being present in the
home and coming and going during session. While clinicians reported that the in-room coaching
was initially awkward for families, they felt that generally, providing treatment in the home
setting helped facilitate rapport building with the families. These challenges should be explored
in future research as they could impact treatment acceptability by treatment providers.
Attrition and attendance. While there were no proposed hypotheses related to attrition
and treatment attendance, we had hoped that providing treatment in the home would reduce the
likelihood of premature termination and client “no-shows.” As reported earlier, there was a 40%
attrition rate in the present study with two out of five families terminating prematurely. Although
based on a very small sample, this rate is consistent with research on attrition in child
psychotherapy outcome studies estimating that approximately half of families terminate from
treatment prematurely (Baekeland & Lundwall, 1975; Pekarik & Stephenson, 1988). While
consistent with previous research, these results were surprising given that families were offered
$300 in incentives for their participation. An attempt was made to collect exit interviews from the
two families who withdrew from treatment in order to ascertain possible reasons for termination.
Several attempts were made to contact David’s caregiver, but were met with no response. As
indicated previously, Rachel’s caregiver reported feeling as though the intervention was too
overwhelming for her given the additional stressors she was experiencing at the time (e.g.,
marital discord). With regard to attendance, participants were present for every session with the
exception of David’s family who missed two sessions. In other words, the family was not home
when the clinicians arrived for the scheduled appointment. Further research is needed to
examine attrition and attendance for in-home PCIT in comparison to clinic-based PCIT.
Limitations. Most of the limitations of the present study can be subsumed under
concerns with generalization. First, this study was conducted with a number of sources of
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support. Clinicians conducted sessions in pairs 42.80% of the time. This is important to note
because PCIT can be a very demanding therapy to implement as it is so directive due to the
demands of live coaching and coding. Clinicians also had the support of an advanced
undergraduate student who engaged in a number of tasks including keeping siblings occupied
during the session. Second, the clinicians who participated in this study were graduate students
in a doctoral program for clinical psychology and received intensive supervision throughout the
study. Third, the participants in this study were not clinic-referred. While participants met
inclusion criteria for the study based on presence of child behavior problems, their average
ECBI Intensity scores were lower than those reported in clinic-based PCIT outcome studies,
suggesting that these children may not have exhibited behavior problems comparable to a
clinic-referred population. Finally, this study was conducted in a small, university town. Should
in-home PCIT be conducted in more urban settings, it is likely that clinicians would encounter
unique barriers to treatment (e.g., concerns for safety of the therapist when working in areas
with high crime, poverty).
Other limitations were noted regarding the current study including the use of participant
incentives, use of self-report measures, and limited follow up. Specifically, participants were
paid up to $300 for their participation in this study. It is possible that this financial incentive
influenced participants’ responses on self-report measures. In addition, the anticipation of
reaching discipline phase (PDI) was used clinically as an incentive for caregivers to obtain CDI
mastery as many caregivers are interested in learning discipline strategies to manage their
children’s disruptive behavior. Participants also may have been influenced to please the
experimenters who came to their homes by responding favorably on the self-report measures. It
is hoped that use of behavioral observations provided additional evidence of therapeutic
changes and reduced the likelihood that caregiver responses were heavily influenced by
experimenter effects. Finally, the follow up used in the present study was at one month, which is
a relatively limited period of time in which to assess whether gains maintained. Also, only one
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data point was collected at follow up. A more comprehensive follow up would have included
more data points and be collected at a more distant time (e.g., one year) after post-treatment
assessment.
Directions for future research. The promising results of this study open the door for many
future research studies. First, future research should confirm and expand on the present study.
As the present study examined the efficacy of in-home PCIT using an experimental, singlesubject design, a logical next step would be to confirm these results using a randomized design
to directly compare in-home and clinic-based PCIT. Another area for future research is
effectiveness of in-home PCIT to determine whether this intervention can be successful when
implemented by community mental health agencies.
While not addressed directly in this study, one of the arguments for using home-based
interventions is increased generalization of skills. Further research should address whether
gains made by children and caregivers in in-home PCIT differ from those participating in clinicbased PCIT. Consumer satisfaction ratings for in-home PCIT suggested that families were
satisfied with the intervention; however, for the reasons outlined earlier, more research is
needed to clarify whether families like home-based services better than clinic-based services. A
related area of research could include an analysis of treatment matching to determine which
families would be best suited for in-home PCIT. Given that the implementation of PCIT will likely
be costly based on the time and travel demands placed on the therapist, use of a decision tree
may be helpful in establishing which families would benefit most from this modality.
Finally, clinic-based PCIT has demonstrated a multitude of effects in addition to
increasing parent skills and decreasing child disruptive behavior (e.g., generalization of effects
to school setting, generalization to nontreated siblings, reduction in recidivism for physical
abuse). Future research is needed to examine whether these same effects hold true for in-home
PCIT.
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Conclusion
This study provided an initial evaluation of the efficacy of in-home PCIT, or PCIT
conducted completely within the home setting. While there are limitations to the present study,
results of this study provide preliminary evidence supporting the use of in-home PCIT to affect
change in caregiver behavior, caregiver report of child behavior, and child compliance. The
results of this study provide a foundation for many future research areas including examination
of the effectiveness of in-home PCIT and whether provision of an EST such as PCIT in the
home setting can alleviate barriers to treatment, which ultimately lead to attrition.
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Appendix A
Child Behavior Checklist (Achenbach & Rescorla, 2000, 2001)
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Appendix B
Dyadic Parent-Child Interaction Coding System Instructions for Caregivers
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Dyadic Parent-Child Interaction Coding System Instructions for Caregivers

Child Directed Interaction (CDI)
“In this situation, tell (child’s name) that he/she may play with whatever he/she chooses. Let
him/her pick any activity he/she wants. You just follow his/her lead and play along with him/her.”

Parent Directed Interaction (PDI)
“That was fine. Now we’ll switch to another situation. Tell (child’s name) that it’s your turn to pick
the game. You can pick any activity. Keep him/her playing with you according to your rules.”
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Appendix C
DPICS Coding Form
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Appendix D
Demographics Form
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Demographics Form
Please complete the following information. Place an X next to the appropriate responses.
Child’s Name _____________________________ Date _____________
Child’s Birth Date _________
Child’s Gender:

___ Male
___ Female

Child’s Ethnicity: ___ Caucasian
___ African American
___ Asian/Pacific Islander
___ Hispanic
___ Multi-Ethnic
___ Other _________________
Caregiver’s Birth Date __________
Caregiver’s Gender: ___ Male
___ Female
Caregiver’s Ethnicity: ___ Caucasian
___ African American
___ Asian/Pacific islander
___ Hispanic
___ Multi-Ethnic
___ Other _________________
Please list your child’s siblings and their ages below:
Name

Age
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Demographics Form (Continued)
Which best describes your relationship with your child:
___ Biological parent
___ Step-parent
___ Foster parent
___ Adoptive parent
___ Other relative guardian
___ Other ___________________________
The child’s primary caregivers are:

___ Married
___ Separated
___ Divorced
___ Single
___ Living Together
___ Widow/er

The following describes the child’s primary caregivers employment status:
Caregiver: _________________

Caregiver: _________________

___ Working part-time
___ Unemployed
___ Retired
___ Full-time foster parent

___ Working full time
___ Unemployed
___ Retired
___ Full-time foster parent

Job Title: __________________

Job Title: __________________

The highest education level of the child’s primary caregivers are:
Caregiver: _________________

Caregiver: _________________

___ Some High School
___ GED
___ High School Degree
___ Professional/Trade School Degree
___ Associate’s Degree
___ Bachelor’s Degree
___ Master’s Degree
___ Advanced Degree (ex: Ph.D., M.D.)
___ Other _________________ ___

___ Some High School
___ GED
___ High School Degree
___ Professional/Trade School Degree
___ Associate’s Degree
___ Bachelor’s Degree
___ Master’s Degree
___ Advanced Degree (ex: Ph.D., M.D.)
Other _________________

Approximate family income per year:

___ $10,000 or below
___ $10,001 to $20,000
___ $20,001 to $30,000
___ $30,001 to $40,000
___ $40,001 to $50,000
___ $50,001 to $60,000
___ $60,001 or above
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Appendix E
DSM-IV Structured Interview for Disruptive Behavior Disorders (McNeil et al., 1991)
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Appendix F
Eyberg Child Behavior Inventory (Eyberg & Pincus, 1999)
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Appendix G
Parenting Stress Index – Short Form (Abidin, 1995)

69

Appendix H
Therapy Attitude Inventory (Eyberg, 1974)
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Appendix I
Sample Integrity Checklist

71

FIRST CDI COACHING SESSION OUTLINE/INTEGRITY CHECKLIST
Date: ___________

Therapist: _____________________

Integrity Check? Y / N

Child: ________________

Rater: _____________________

Before this session
1. Bring toy box containing legos, Mr. Potato Head, and art supplies
2. Bring DPICS coding sheet and homework sheets
3. Bring timer for DPICS-II coding
4. Bring ECBI for caregiver to complete
TREATMENT SESSION
Check-in & set-up
(1) Have caregiver complete the ECBI
(2) Talk with child briefly about therapy
• Why they are in therapy
• What therapy will be like
• The room and the toys
• The in-room coaching rules (e.g., “I cannot look at you or talk with you when you
are playing with your mom. You should pretend like I’m invisible. I will be
whispering ideas to your mom to maker her play with you even more fun. When
our coaching time is over, then I can talk with you and play with you again.”)
(3) Set-up PCIT area – place the legos, Mr. Potato Head, and art supplies on the table

(4) Let the child play at the table; sit with caregiver

(5) Remind caregiver of the “Do” (i.e., PRIDE) and “Avoid” (i.e., commands, questions,
criticisms) skills of CDI.
Review briefly, longer only if it seems you need to establish more credibility with the
caregiver (i.e., if caregiver seems skeptical of treatment or of you as an expert). In this
case, present this as a leading theory/approach in the area of child behavior problems,
and emphasize how effective it is.
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FIRST CDI COACHING SESSION OUTLINE/INTEGRITY CHECKLIST (Continued)
(6) Ask for homework sheets. Review homework for about 10 minutes.
Issues might include:
a) Praising caregivers for doing homework (however often they completed it);
b) Any comment caregiver wrote on homework sheet;
c) Any activity on sheet that is likely to be problematic;
d) Asking how child liked CDI;
e) Asking what CDI skill caregiver found hardest to do; in this case, offer reassurance.
(7) Discuss one issue unrelated to the child’s behavior or the caregiver’s use of
treatment skills or child management.
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______
Coding and Coaching
(8) Get into your coaching position next to the caregiver (away from the child).

(9) Explain DPICS-II CDI observation to caregiver:
OK, IN THIS SITUATION, TELL (CHILD’S NAME) THAT HE/SHE MAY PLAY WITH
WHATEVER HE/SHE CHOOSES. LET HIM/HER PICK ANY ACTIVITY HE/SHE
WANTS. YOU JUST FOLLOW HIS/HER LEAD AND PLAY ALONG WITH HIM/HER.
(10) Code caregiver and child in CDI for 5 minutes.
(11) Explain DPICS-II PDI observation to caregiver:
THAT WAS FINE. NOW WE’LL SWITCH TO ANOTHER SITUATION. TELL (CHILD’S
NAME) THAT IT’S YOUR TURN TO PICK THE GAME. YOU CAN PICK ANY
ACTIVITY. KEEP HIM/HER PLAYING WITH YOU ACCORDING TO YOUR RULES.
(12) Code caregiver and child in PDI for 5 minutes.
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FIRST CDI COACHING SESSION OUTLINE/INTEGRITY CHECKLIST (Continued)
(13) Coach parent with child for about 30 minutes.
a) Have caregiver tell child the rules of special playtime.
“Today we are going to have special playtime. You can play with any of the toys
on the table, and I will play with you. There are two rules. You have to play gently
with the toys and you have to stay in your chair. If you play roughly or get out of
your chair, I will turn around like this and play all by myself. Then, when you play
nicely or sit down, I will turn back around and play with you. You’re playing nicely
now, so we can play with anything on this table that you want to play with.”
b) Give caregiver labeled praises for the best skills demonstrated during coding.
c) Focus coaching primarily on behavioral descriptions
d) Give only positive feedback today; don’t point out mistakes.
** See detailed coaching guidelines for this session attached.
Review
(14) Review coding sheets with caregiver for about 5 minutes. Focus on their
strengths and reassure them that they are doing fine.
Wrap up
(15) Give new homework sheets and encourage caregiver to focus especially on
decreasing questions and increasing reflections during their home practice. (Unless
these skills are already at criterion and another skill needs more emphasis).
(16) Confirm next appointment time with parents. Write it down.
(17) File integrity checklist(s), coding sheet(s), homework sheet, and ECBI in
participant’s file and return file to clinic.
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Table 1
Dependent Variables, Measures, and Assessment Points

Dependent Variable
Caregiver positive behavior

Measure
DPICS-II CDI observation

Assessment Point(s)
Pre-treatment
Prior to each session
Post-treatment
Follow up

Caregiver negative behavior

DPICS-II CDI observation

Pre-treatment
Prior to each session
Post-treatment
Follow up

Caregiver proportion of direct

DPICS-II PDI observation

Pre-treatment
Prior to each session

commands

Post-treatment
Follow up
Caregiver contingent praise

DPICS-II PDI observation

Pre-treatment
Prior to each session
Post-treatment
Follow up
(table continues)
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Table 1 (continued)

Dependent Variable
Child compliance

Measure
DPICS-II PDI observations

Assessment Point(s)
Pre-treatment
Prior to each session
Post-treatment
Follow up

Diagnostic criteria for disruptive

DSM-IV Structured Interview for

Pre-treatment

behavior disorders

Disruptive Behavior Disorders

Post-treatment
Follow up

Caregiver report of child

Eyberg Child Behavior Inventory

behavior problems

Pre-treatment
Prior to each session
Post-treatment
Follow up

Parenting stress

Parenting Stress Index – Short Form

Pre-treatment
Post-treatment
Follow up

Consumer satisfaction

Therapy Attitude Inventory

Post-treatment
Follow up
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Table 2
Definitions of DPICS-II Codes

Code

Definition

Example

Labeled

Labeled praise provides a positive evaluation of a

Parent: “Thank you for sitting

Praise

specific behavior, activity, or product of the child

so nicely in your chair.”

Reflection

A declarative phrase or statement that has the

Child: “The cow wants to go to

same meaning as an immediately preceding child

sleep.”

verbalization. The reflection may paraphrase or
Parent: “Oh, the cow wants to
elaborate upon the child’s verbalization but may
sleep in the barn.”
not change the meaning of the child’s statement
or interpret unstated ideas
Behavioral

Descriptive statements in which the subject of the

Description

sentence is the child and the verb describes the

Child: (Drawing a house).
Parent: “You are drawing a

child’s ongoing or immediately completed (< 5
big, colorful house.”
seconds) verbal or nonverbal observable
behavior
Question

Criticism

A descriptive or reflective comment or

Parent: “What would you like

acknowledgement expressed in question form

to play with now?”

A verbal expression of disapproval for the child or

Child: (Drawing a dog).

the child’s attributes, products, or choices
Parent: “That’s not how you
draw a dog.”
(table continues)
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Table 2 (continued)

Code

Definition

Example

Direct

Declarative statements that contain an order

Parent: “Please hand me the

Command

or direction for a vocal or motoric behavior to

blue block.”

be performed and indicate that the child is to
perform this behavior
Indirect

Suggestion for a vocal or motoric behavior to

Parent: “Can you hand me

Command

be performed that is implied or stated in

the blue block?”

question form
Contingent

A labeled praise that expresses a positive

Child: (Complies with parent

Praise

evaluation of the behavior or the product of

command).

the behavior begun or completed by the child
Parent: “Thank you for
in compliance to an immediately preceding
listening.”
command.
Child

Coded when the child obeys or begins to obey Parent: “Please draw a red

Compliance

the command within the 5-second interval.

circle.”
Child: (Draws red circle).

Child

Coded following a direct or indirect parental

Parent: “Please draw a red

Noncompliance

command when the child does not obey,

circle.”

attempt to obey, or stops attempting to
Child: (Begins playing with
complete the requested behavior within the 5
toy truck).
second interval following the command.
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Table 2 (continued)

Code

Definition

Example

Child No

Coded when the child is not given an

Parent: “Please put the

Opportunity for

adequate chance to comply with a command.

blocks away.” (Parent is
holding container out of the

Compliance

child’s reach)

Other

Coded when none of the other categories are

Parent: “I’m drawing a yellow

applicable.

sun.”
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Table 3
Assessment Procedures

Session

Pre-treatment assessment

Description

ECBI
PSI-SF
DSM-IV Structured Interview for Disruptive Behavior
Disorders
Clinical interview
5-minute DPICS-II CDI observation
5-minute DPICS-II PDI observation

Pre-CDI Baseline

5-minute DPICS-II CDI observations (assessing caregiver
positive behavior) conducted no more than once per day
and no less than once per week (at least 3 data points, no
upward trend)

CDI treatment sessions

5-minute DPICS-II CDI observation
5-minute DPICS-II PDI observation
ECBI
(table continues)
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Table 3 (continued)

Session
Pre-PDI Baseline

Description
5-minute DPICS-II PDI observations (assessing caregiver
proportion of direct commands) conducted no more than
once per day and no less than once per week (at least 3
data points, no upward trend)

PDI treatment sessions

5-minute DPICS-II CDI observation
5-minute DPICS-II PDI observation
ECBI

Post-treatment assessment

ECBI
PSI-SF
TAI
DSM-IV Structured Interview for Disruptive Behavior
Disorders
5-minute DPICS-II CDI observation
5-minute DPICS-II PDI observation
(table continues)
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Table 3 (continued)

Session
Follow up

Description
ECBI
PSI-SF
TAI
DSM-IV Structured Interview for Disruptive Behavior
Disorders
5-minute DPICS-II CDI observation
5-minute DPICS-II PDI observation
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Table 4
Diagnoses of Participants Based on Caregiver Report on the DSM-IV Structured Interview for
Disruptive Behavior Disorders

DSM-IV Structured Interview for Disruptive Behavior Disorders

Child

Alex

Pre treatment

Post treatment

ODD

ADHD-Impulsive

Follow up

ADHD-Impulsive Type

Type
ADHD- Combined Type

Noah

ODD

None

None

ADHD- Impulsive Type

Tami

ODD

None

None

Rachel

ODD

Unavailable

Unavailable

Unavailable

Unavailable

ADHD – Impulsive Type

David

ODD

Note. DSM-IV = Diagnostic and Statistical Manual – Fourth Edition; ODD = Oppositional Defiant
Disorder; ADHD = Attention Deficit/Hyperactivity Disorder.
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Table 5
Comparison of ECBI Intensity scores to previous PCIT studies

ECBI Intensity scores

Pre treatment

Post treatment

Follow up

M (SD)

M (SD)

M (SD)

Ware et al., 2006

157.67 (34.82)

89.33 (12.90)

71.67 (8.14)

Nixon et al., 2003

166.59 (18.93)

125.24 (21.67)

117.47 (31.69)

Schuhmann et al., 1998

172.9 (28.80)

131.6 (40.60)

126.3 (42.1)

Eisenstadt et al., 1993

169.3 (25.90)

112.0 (20.10)

Not reported

McNeil et al., 1991

180.7 (28.20)

105.9 (29.20)

Not conducted

Study

Note. ECBI = Eyberg Child Behavior Inventory; PCIT = Parent-Child Interaction Therapy.

84

Table 6
Comparison of Child Compliance rates to previous PCIT studies

Percent Child Compliance

Study

Pre treatment

Post treatment

Follow up

M (SD)

M (SD)

M (SD)

Ware et al., 2006

21.79 (25.61)

100.0 (0.0)

97.92 (.03)

Nixon et al., 2003

64 (24)

81 (22)

83 (21)

23

47

Not reported

Eisenstadt et al., 1993

47.0 (15.9)

73.1 (19.9)

Not reported

McNeil et al., 1991

40.7 (18.2)

70.4 (16.3)

Not conducted

Schuhmann et al., 1998

Note. PCIT = Parent-Child Interaction Therapy.
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Figure 1. Caregiver positive behavior exhibited by caregivers who completed treatment with
horizontal lines indicating means for each phase.
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Figure 2. Caregiver negative behavior exhibited by caregivers who completed treatment with
horizontal lines indicating means for each phase.
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Figure 3. Proportion of direct commands exhibited by caregivers who completed treatment with
horizontal lines indicating means for each phase.
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Figure 4. Contingent praise exhibited by caregivers who completed treatment with horizontal
lines indicating means for each phase.
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Figure 5. Child compliance rates exhibited by children who completed treatment with horizontal
lines indicating means for each phase.
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Figure 6. ECBI Intensity scores reported by caregivers who completed treatment with horizontal
lines indicating means for each phase and dashed horizontal line indicating the cutoff for clinical
significance.
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Figure 7. ECBI Problem scores reported by caregivers who completed treatment with horizontal
lines indicating means for each phase and dashed horizontal line indicating the cutoff for clinical
significance.
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Figure 8. Bar graph of PSI-SF scores reported by caregivers who completed treatment.
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Figure 9. Caregiver positive behavior exhibited by caregivers who terminated treatment
prematurely with horizontal lines indicating means for each phase.
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Figure 10. Caregiver negative behavior exhibited by caregivers who terminated treatment
prematurely with horizontal lines indicating means for each phase.
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Figure 11. Proportion of direct commands exhibited by caregivers who terminated treatment
prematurely with horizontal lines indicating means for each phase.
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Figure 12. Contingent praise exhibited by caregivers who terminated treatment prematurely with
horizontal lines indicating means for each phase.
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Figure 13. Child compliance rates exhibited by children who terminated treatment prematurely
with horizontal lines indicating means for each phase.
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Figure 14. ECBI Intensity scores reported caregivers who terminated treatment prematurely with
horizontal lines indicating means for each phase and dashed horizontal line indicating the cutoff
for clinical significance.
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Figure 15. ECBI Problem scores reported by caregivers who terminated treatment prematurely
with horizontal lines indicating means for each phase and dashed horizontal line indicating the
cutoff for clinical significance.
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Figure 16. Bar graph of PSI-SF scores reported by caregivers who terminated treatment
prematurely.
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Figure 17. TAI scores reported by caregivers who completed treatment.
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